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quick start guide
Compare RATES to uncover
health disparities (unfair
differences).
We would expect the number of
deaths to differ among racial
groups, but not the risk of dying.
Remember, a disturbing racial
health disparity may not represent
a very large number of deaths.

Heart Disease Deaths by Race/Ethnicity
Contra Costa County 2002-2004

Deaths

Percent

Rate

4,056

76.8%

182.3

African American

581

11.0%

*305.5

Asian

318

6.0%

**116.8

Latino

290

5.5%

**131.7

5,280

100%

179.9

White

Contra Costa

* Significantly higher rate compared to the county.
** Significantly lower rate.

The TOTAL number tells
you the overall size of
the problem.
You will need to compare this
to other tables to determine if
this number is big or small.

For more help understanding the rates and
numbers used in this report see “Introduction” on
page 17 …or call CHAPE staff at (925) 313-6171.



The PERCENT gives you an
easy way to see how a health
problem is spread across our
county’s population.
When comparing two groups (rows)
for the risk of illness you should
look at RATES, not percents.
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dear reader,

have also added three additional guides to finding
and understanding the information presented here.

This report updates and expands the 2004 report

First, we have included a section on frequently asked

-- Community Health Indicators for Selected Cities

questions (FAQ’s) that attempts to anticipate and

and Places in Contra Costa County. As with the

answer key questions about methods and statistics

previous report, this report describes selected

used in the report. Second, we added a brief index

community health indicators for specific cities

to help readers find the topics they are interested

and places in Contra Costa County, California.

in, using more common and familiar terms. Finally,

This report was prepared by Contra Costa Health

we have provided a Quick Start Guide on the inside

Services’ Community Health Assessment, Planning

front cover that describes how to more quickly get

and Evaluation (CHAPE) group, on behalf of the

the information you want from the report’s dozens

Hospital Council of Northern and Central California.

of tables. We hope these additions will make it

The health indicators included in the report were

easier for readers to find the data they are looking

selected by Hospital Council members to help them

for and gain a richer understanding of a variety of

better plan and carry out their many community

health issues.

health projects. The selected communities were
among the largest cities in the county or in ZIP codes

There are many recommendations that could be

that have been identified as disproportionately

made after reviewing the information in this report.

impacted by health disparities.

Our key recommendation remains that more effort
is directed to addressing local health disparities.

The report has been expanded to include new

Improving access to health services and the quality

information about cancer incidence, injury (including

of health care that our African American, Latino

suicide), childhood oral health, substance abuse,

and Asian residents receive is crucial not only to

mental health and fetal and infant mortality. This new

these individuals and families, but also to the

information provides a more comprehensive picture

communities in which they live. This includes working

of the health status of Contra Costa residents.

with residents to improve the physical and social
environment in which they live, work and play.

We hope the Hospital Council and other agencies
and individuals working to improve community

We appreciate this opportunity to continue our

health will find this report both informative and

partnership with the Hospital Council with this

useful. With that in mind, we have written it for a

second report and hope that it too contributes to

broad audience. As a reader you should be able to

the long-term goal of improving the health of all

understand the information presented here without

Contra Costa residents.

any prior experience with health statistics.
For example, at the beginning of each report
section, there are summaries of key findings. We



Chuck McKetney
Director, Community Health Assessment
Planning & Evaluation
Contra Costa Health Services
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executive summary
This summary highlights key findings from the 2007 Community Health Indicators for
Contra Costa Report, which describes the health status of Contra Costa residents
on a number of important health and demographic indicators. The report was
prepared by Contra Costa Health Services’ Community Health Assessment, Planning
and Evaluation (CHAPE) group for the Hospital Council of Northern and Central
California.

in contra costa, whites make up more than half (52.9%) of
the population and represent the greatest number of deaths
and cases of disease for many health issues in the county.

alarming health inequities exist in contra costa for
low-income residents of color. These inequities, which are “unnecessary,
However,

avoidable, unfair and unjust”1 differences in health status, are due at least in part
to unequal distribution of social, physical, economic and political resources that put
some groups at a disadvantage for good health outcomes and limits their ability to
lead healthy lives.2, 3, 4

african americans are at greatest risk for poor health
outcomes.
African Americans have a higher age-adjusted death rate from all causes combined
than county residents overall and than Whites, Latinos and Asians.

African Americans also have significantly higher death rates from:
•
•
•
•
•

homicide (5.0x higher)
prostate cancer (1.9x higher)
diabetes (1.7x higher)
infant death (1.5x higher)
fetal death (1.2x higher)

•
•
•
•
•

heart disease
stroke
unintentional injuries
cancers (all types combined)
lung cancer (men)



African Americans are also significantly more likely to be sick
from or experience:
• AIDS cases (3.4x higher)
• Non-fatal assault
hospitalizations (2.7x higher)
• childhood asthma
hospitalization (1.9x higher)
• gonorrhea (1.5-1.8x higher)
• chlamydia (0.6-1.0x higher)
• diabetes*
• low birth weight

• teen births
• self inflicted injury
hospitalization
• lung cancer (men)
• prostate cancer
• childhood overweight
• adult overweight/obesity*
* Reflects findings from Bay Area data.

residents of low-income, communities of color are more
likely to develop and die from many health issues.
Not all residents are affected the same. Contra Costa communities with the highest
percentage of low-income and non-white residents — San Pablo, Richmond and Pittsburg
— experience higher death and disease rates than the county overall for many chronic
and communicable diseases, injury, and maternal and child health issues.

most deaths in contra costa are from chronic diseases.
Heart disease and cancer are the top two leading causes of death in the county,
accounting for half of all deaths (49.9%), followed by stroke (8.1%).
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Leading causes of death
Heart disease, cancer, stroke, chronic

Population group

Whites

lower respiratory disease, and influenza &
pneumonia
Heart disease, cancer, stroke, homicide, and

African Americans

unintentional injuries
Cancer, heart disease, stroke, unintentional

Latinos

injuries and diabetes
Cancer, heart disease, stroke, diabetes and

Asians

unintentional injuries

Although the top-three leading causes of death are common across all race/ethnic
groups in the county, other causes of death in the top five vary by
race/ethnicity, including several other chronic diseases and injury.

chronic diseases and unintentional injury greatly affect
older residents. Almost three-quarters (74.3%) of local deaths are among
residents 65 years of age and older. Different health issues impact residents over
their lifespan. Most deaths among older people are from chronic diseases. Heart
disease and cancer are among the top two leading causes of death for residents
ages 45 and older. Unintentional injury is the third leading cause of death for
residents 45-54 years old and a key health issue for older residents. Those 65
and older have the highest rates of death and hospitalization from unintentional
injuries, primarily due to falls. For those 45-64 years of age, the majority of
unintentional injury deaths are from poisoning due to drug overdoses.

Injuries and sexually transmitted diseases (STDs) are
important health issues that impact younger residents.
Unintentional injury, primarily related to motor vehicle accidents, is the leading
cause of death for residents 1-34 years old. Homicide and suicide are the second
and third leading causes of death respectively for residents 15-34 years old. Young
residents (15-24 years old) also have the highest rate of hospitalization from nonfatal assaults in the county and represent almost 40% of these hospitalizations.
STDs are also a key health issue for young people in the county. The highest rates of
chlamydia and gonorrhea in Contra Costa are among young adults (20-24), followed
by teens (15-19).
11

contra costa residents fare better than the state on many
health indicators but are more likely to die from cancer
and stroke.
Compared to California, Contra Costa has...

lower rates of

higher rates of

•
•
•
•
•
•

• cancer deaths (all cancers

heart disease deaths
diabetes deaths
AIDS cases
childhood overweight
teen births
STD cases (syphilis, chlamydia and

combined; also for breast, colorectal
and lung cancers)

• stroke deaths
• cancer incidence (all types
combined; also for prostate cancer)

gonorrhea)

contra costa has achieved national benchmarks for several
health indicators, but must improve upon a number of
disease, injury and infant health issues.
Contra Costa has met the Healthy People 2010 (HP2010) objectives for infant mortality
and deaths from lung and prostate cancer.
Unfortunately, the county has not met the HP2010 objectives for many health
issues:

• heart disease
• cancer (all cancers combined; also
for breast and colorectal cancers)

•
•
•
•
•
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stroke
unintentional injury
homicide
suicide
fetal mortality

•
•
•
•
•

AIDS
diabetes
adult obesity
low birth weight
prenatal care during
first trimester

to improve the health of all contra costa residents,
program and policy strategies should target chronic
disease prevention and the elimination of health inequities
among those at greatest risk for poor health outcomes.
to reduce health inequities in contra costa, prevention and
treatment efforts should be accessible and relevant to those at greatest risk
for poor health outcomes -- people from low-income communities of color.
Comprehensive, sustainable solutions to address these inequities must tackle
unequal social, environmental, economic and political conditions and other root
causes that contribute to these unfair differences in health status in the county.
Stakeholders from a variety of sectors – including health, education, business,
employment, housing and transportation – need to work with members of the
communities at greatest risk for poor health outcomes. The work should focus on
developing and implementing viable strategies to create meaningful improvements in
health and quality of life in the county.

to make the greatest impact on death and disease in the
county, prevention efforts should address the leading causes of death: heart
disease, cancer and stroke. Behavioral and environmental interventions to reduce
risk factors associated with these chronic diseases should begin early and continue
throughout life. Programs and policies that ensure access to medical screenings and
health care, limits smoking and exposure to secondhand smoke and provide greater
access to affordable healthy foods and physical activity opportunities are critical
to prevention, early detection and management of these diseases and other risk
factors associated with them.
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Contra Costa Demographics snapshot
• 1,006,486 residents (2005)
• Most residents are White (52.9%), followed by Latino
(21.1%), Asian (13.1%) and African American (9.1%)
• 19.6% of residents live in poverty (2005)
• 43% of low-income residents are uninsured.
• 13,268 live births annually

Text Sources:

1.Whitehead M. (1992). The concepts and principles of equity
in health. Int J Health Serv; 22:429-445. In Wilson A.J.,
Oldenburg B.F., Lopez A.D. (2003). Targeted approaches for
reducing inequities in chronic disease. Medical Journal of
Australia. 179: 231-232.
2.Woolf S. Society’s choice: the tradeoff between efficacy
and equity and the lives at stake (2004). Am J Prev Med.
27:49-56. In Baker E.A., Metzler M., Galea S. (2005).
American Journal of Public Health. 95 (4): 553-555.
3.Braverman P., Gruskin S. Defining equity in health. (2003) J
Epidemiol Community Health. 57: 254-258. In Baker E.A. et
al. (2005).
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4.Barnett E., Casper M. (2001). A definition of “social
environment.” Am J Public Health. 91: 465. In Baker E.A. et al.
(2005).
5.The National Association of County & City Health Officials;
The Ingham County Health Department (2006). Tackling Health
Inequities Through Public Health Practice: A Handbook for
Action.

“Quick Look” Table: Contra Costa Health Indicators 2002-2004
Has CC met
Healthy
People 2010?

Is Contra Costa
different than
California?

High Risk Groups

Heart Disease

NO

BETTER

Men, African Americans

Cancer - All

NO

WORSE

Men, African Americans

Concord

111

Stroke

NO

WORSE

African Americans

Oakley, San Pablo, Pittsburg, Antioch

159

Injuries - Unintentional

NO

--

San Pablo, Richmond

189

Homicide

NO

--

21-44 yrs.

Richmond

203

Suicide

NO

--

Men, Whites, Adults 45+ yrs.

--

215

Breast Cancer

NO

WORSE

--

--

119

Colorectal Cancer

NO

WORSE

--

--

125

Lung Cancer

YES

WORSE

Men, especially African Americans

San Pablo, Martinez, Concord

131

Prostate Cancer

YES

--

African Americans

--

139

Diabetes

n/a

BETTER

Men, African Americans

San Pablo, Richmond

145

AIDS Cases

NO

BETTER

Men, African Americans

Richmond, Pittsburg, Concord, Antioch

249

Diabetes

NO

--

African Americans (Bay Area)

NO

--

Deaths

High Risk Communities

Page

San Pablo, Oakley, Richmond, Martinez,
Antioch, Pittsburg

153

San Pablo, Martinez, Richmond, Antioch,

Men, African Americans, Whites,
Adults 65+ yrs.
Men, African Americans, Adults

Cases

Overweight & Obesity
- Adults

148

Men; Native Hawaiians, Latinos,
African Americans (Bay Area)

173

Boys, Pacific Islanders, Native
Americans/ Alaska Natives, Latinos,

Oakley, Pittsburg, West Contra Costa,

Overweight - Children

n/a

BETTER

African Americans

Antioch (school districts)

179

Asthma - Children

n/a

--

African Americans

San Pablo, Richmond

165

Low Birth Weight

NO

--

Americans

San Pablo

81

Teen Births

n/a

BETTER

African Americans, Latinas

Chlamydia

n/a

BETTER

Asians/Pacific Islanders, African

San Pablo, Richmond, Bay Point & Pittsburg,
Oakley, Antioch, Concord

87

Women, African Americans, Young
Adults (15-24 yr. olds)

259

-- Indicates no difference, or numbers too small for statistical tests.
Empty cells means the data was unavailable.
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introduction

We want you to feel confident using these report findings.

To get the most out of this report, it is
important to understand the differences
between totals, rates and percents…
and why each is vital to community
health planning.
CHAPE staff is available to discuss
the analysis, tables and data
sources found in this report.
Contact Chuck McKetney at (925)
313- 6171 or cmcketne@hsd.
cccounty.us for assistance.

Totals
Totals provide us with numbers and
counts. They tell us whether a problem is
big or small in scope. The total number of
new cancer cases will help us to evaluate
our treatment and prevention resources.
The total number of homicides helps us
see grieving families and the larger social
costs to communities.

Rates
Rates let you compare things between
populations and groups that are
different—like places, races and
genders.
It is difficult to understand what a number
means, if you don’t have anything to
compare it to. We expect bigger numbers
from bigger populations. California has
many more deaths than Contra Costa…
and Whites die in larger numbers than
ethnic minorities.

Why do we use rates?
• Rates allow us to see if
a group of people has
proportionally more than its
“fair share” of deaths.
• A higher rate means a group
has an increased risk of
dying from a particular
disease. A lower rate means a
lower risk.

Key Findings

This report uses totals, rates and
percents.

Rates provide us with a meaningful way
to compare deaths between population
groups of different sizes.
A death rate is calculated by dividing
the number of deaths by the total
population, and then by multiplying the
result by a standard population size such
as 100,000.
The formula is:

Rate = Number of Deaths x 100,000
Total Population

A local example:
If we want to compare cancer deaths
between Contra Costa and California,
it is important to use rates. California’s
population is much larger than that
of Contra Costa – we would expect
California to have many more cancer
deaths. Rates allow us to see if Contra
Costa has proportionally more (or less)
than its “fair share” of these deaths.
17

Cancer Deaths

Table1. California & Contra Costa County, 2002-2004

Contra Costa
California

Cancer Deaths
(3 years)

Population
(2002–2004)

Rate

5,058

3,005,441

*170.5

161,941

107,888,688

163.3

These are age-adjusted rates per 100,000 residents.
* Significantly higher rate compared to California

To calculate death rates, we divide the
number of deaths in each group by its
total population, and then multiply the
results by 100,000. (Note: Multiplying
our rate by 100,000 does not really
change its size. This is simply a statistical
tradition which allows our local rates to
be compared to other rates around the
world.)
These calculations give us a rate of 170.5
cancer deaths per 100,000 people in
Contra Costa and 163.3 cancer deaths
per 100,000 in California.
This means that the cancer death rate
is higher in Contra Costa – residents of
Contra Costa County have a higher risk
of dying from cancer than people living
in California.

Many rates are “age-adjusted.”
An age adjusted-rate is the best statistic
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for comparing the impact of diseases
like heart disease, cancer, stroke and
diabetes – diseases that affect people as
they get older.
Age-adjusted rates allow you to compare
death rates between population groups,
even though the size of the groups or the
age of the group members might be very
different. For instance, many Latinos living
in Contra Costa are recent immigrants
and therefore tend to be younger than
other county residents. The rates of agerelated diseases, like heart disease, are
lower for Latinos living in Contra Costa
compared other racial groups.

What is statistical significance?
In statistics, “significant” does not mean
important. It means “probably true.”
Just because two rates appear different,
it doesn’t mean that the difference is
worth talking about. In this report, when

we say that a difference between two
rates is significant, we mean that we are
at least 95% certain this difference is
not due to chance alone. For information
on testing statistical significance, please
see the methods help online at http://
www.cchealth.org/health_data/hospital_
council/pdf/statistical_significance.pdf

Percentages
A percent is as a simple statistic that shows
parts of a whole. It is a familiar way to
compare totals and judge proportions.
Percents are limited in their uses.
Percentages help you judge the burden
of disease within a population (like a
county), but you can’t use percents to
make comparisons and judgments outside
that population.
Rates are the best statistic to measure
a population’s risk. When percents are
provided in this report without rates, it
is usually because dependable population
totals (denominators) were unavailable.

For More Help
Please see the glossary and back of
this report for more information on
our statistical methods. Please also feel
free to contact Chuck McKetney, CHAPE
Director, at (925) 313- 6171 or cmcketne@
hsd.cccounty.us for further assistance.
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glossary
Age-adjusted Rate

Age-specific rate

In general, the number of “events”– deaths,
illness, hospitalizations – in a population
is affected by the size and age makeup
of the population. As the size and age of
populations vary, comparing crude rates
between populations and across time can
be misleading. For instance, a population
with a large elderly population may have a
higher crude death rate than a population
with a smaller elderly population simply
due to the fact that illness and death
increase with age.1

An age-specific rate is a crude rate for a
specific age group – both the numerator
and denominator are restricted to the
selected age group.3 Examples of agespecific rates include the birth rate for
teens 15-19 years or death rate for adults
45-54 years. Age-specific rates are used
when the risk of disease or injury is
different at different ages. For example,
the risk of injury and death due to motor
vehicle accidents is higher among younger
age groups versus the elderly.2

In order to eliminate the effect of age
and make fairer comparisons between
populations, rates are age-adjusted.
An age-adjusted rate is obtained by
calculating age-specific rates for each
population of interest and multiplying
these rates by proportions of the same
age categories in a“standard population”,
then summing the apportioned specific
rates to a total. The“standard population”
used for age-adjusting in this report is
the 2000 U.S. Standard Population. It
is important to note that because ageadjusted rates are based on an external
standard population, they do not reflect
the absolute or “real” frequency of the
event in the population. In addition,
the standard population used for ageadjustment must be the same for all rates
to be compared.1, 2

Confidence interval
A confidence interval is a measure that
indicates the precision of a rate or
percent. It consists of lower and upper
limits that mark the range within which we
expect the true rate to fall. Confidence
intervals are calculated with a stated
probability, usually 95%.2,4 The precise
definition of the 95 percent confidence
interval is that if a measurement was to
be conducted 100 times, the true estimate
would fall within the confidence interval
95 times, and the true rate would be
either higher or lower than the range of
the confidence interval 5 times.5
A narrow confidence interval for a rate
indicates with greater certainty that the
calculated rate is a reliable estimate of
the true rate, while wider intervals signal
greater variability and less certainty.1
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Crude rate
Crude rates are not adjusted for age or
other factors that may affect a health
outcome. The crude death rate is a
measure of the overall burden of disease
and mortality in a population.3 It is
calculated by dividing the total number
of “events” for a population, such as
deaths or hospitalizations, by the total
number of individuals in the population
at risk and multiplying by a constant
such as 100,000.2, 6

Federal Poverty Level
Federal Poverty Level is a term
commonly used to refer to the official
U.S. Department of Health and Human
Services Poverty Guidelines. Issued
yearly, these guidelines serve as one of
the indicators for determining eligibility
in a wide variety of Federal and State
programs. The guidelines vary by family
size.7 The 2007 poverty guideline for a
family of two is $13,690, for a family of
three is $17,710 and for a family of four is
$20,650. For more information see the
U.S. Department of Health and Human
Services website at http://aspe.hhs.gov/
poverty/07poverty.shtml

In Situ
In situ is a term used for a non-invasive
cancer, which is a cancer that has not
spread from the area of the body where
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it originated. In breast cancer, “in situ”
means that the cancer remains confined
to the ducts or lobules and has not spread
to the surrounding breast tissue or other
organs of the body.8

Incidence
Incidence refers to new cases of illness,
death or injury that arise during a
specific time period. The incident rate is
calculated by dividing the number of new
cases occurring during a given period of
time by the population at risk.9 Incidence
is also often expressed as a percentage
of the population.

Pacific Islander
Pacific Islander is a racial term used to
describe an individual of Polynesian,
Micronesian or Melanesian descent. For
purposes of the U.S. 2000 Census, this
includes, but is not limited to, people
having origins in any of the original
peoples of Hawaii, Guam, Samoa, Tonga,
Fiji or other Pacific Islands. In the 2000
U.S. Census, Pacific Islanders were
included in the category of “Native
Hawaiian and Other Pacific Islander.” For
statistical purposes these populations
are grouped in efforts to get numbers
large enough to calculate stable rates.
In this report, Pacific Islanders are often
left out of tables due to the group’s small
numbers.11

Prevalence
Prevalence is the number or proportion of
both new and pre-existing cases of illness,
death or injury in a given population
regardless of the date of occurrence.
The prevalence rate is the number of all
current cases over a specified period of
time divided by the population at risk.9
Incidence conveys information about the
risk of contracting the disease.

Rate
A rate is a measure of the frequency of an
“event”, such as a death, case of disease
or hospitalization, in a population. A rate
is calculated using a numerator and a
denominator. The numerator is the number
of “events” that occur in a population.
The denominator is the number of people
in the population, all of whom must be
eligible to be counted in the numerator.
The denominator is often referred to as
the “population at risk.” 2

Editor’s note: The Washington
State Department of Health
provides an excellent online
resource for understanding
statistical words and
terms, as well as guidelines
to calculating rates. It can
be found at http://www.doh.wa.gov/Data/
guidelines/Rateguide.htm

Sources - Glossary
1. California Department of Health Services (2006). Health
Data Summaries for California Counties 2006.
2. Washington State Department of Health, Health Data
(2006). Guidelines for Using and Developing Rates for
Public Health Assessment. Retrieved May 30, 2007 from the
Washington State Department of Health at: http://www.doh.
wa.gov/Data/guidelines/Rateguide.htm
3. Buescher P., North Carolina Department of Health and
Human Services (1998). Age-Adjusted Death Rates. A Statistical
Primer No. 13. Retrieved May 30, 2007 at: http://www.schs.
state.nc.us/SCHS/pdf/primer13.pdf
4. Murphy C., Global Health Council (n.d.) Developing Critical
Appraisal Skills: Making Sense of Research. Available at www.
globalhealth.org
5. New York State Department of Health (2006). About Age
Adjusted Rates, 95% Confidence Intervals and Unstable Rates.
Retrieved May 31, 2007 from the New York State Department
of Health website at: http://www.health.state.ny.us/statistics/
cancer/registry/age.htm
6. Pennsylvania Department of Health (n.d.). Health Statistics
– Technical Assistance Tools of the Trade. Retrieved May
30, 2007 from the website of the Pennsylvania Department
of Health at: http://www.health.state.pa.us/hpa/stats/
techassist/ageadjusted.htm
7. U.S. Department of Health and Human Services (2007).
Frequently Asked Questions Related to the Poverty Guidelines
and Poverty. Retrieved May 30, 2007 from the U.S. Department
of Health and Human Services website at: http://aspe.hhs.
gov/poverty/faq.shtml#differences
8. National Cancer Institute (n.d.) Statistical Research and
Applications: Overview of Cancer Prevalence Statistics.
Retrieved May 29, 2007 from the National Cancer Institute
website at: http://srab.cancer.gov/prevalence/
9. Centers for Disease Control and Prevention (2006).
Reproductive Health Glossary. Retrieved May 30, 2007 from
the CDC website at: http://www.cdc.gov/reproductivehealth/
EpiGlossary/glossary.htm
10. U.S. National Library of Medicine, National Institutes of
Health (2005). Medline Plus Medical Encyclopedia. Retrieved
May 29, 2007 at: http://www.nlm.nih.gov/medlineplus/ency/
article/002387.htm
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11. Reeves T., Bennett C. (2003). The Asian and Pacific Islander
Population in the Unites States: March 2002. Current
Population Reports, P20-540, U.S. Census Bureau, Washington,
D.C. Retrieved May 30, 2007 at http://www.census.gov/prod/
2003pubs/p20-540.pdf
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population trends
& characteristics
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Population Growth
• Our county has
grown by 64,117
new residents.

Three East County communities,
Brentwood (76.9%), Antioch (10.0%), and
Pittsburg (9.4%) have growth rates that
are higher than the county’s growth rate
(6.7%).
The city of Brentwood is the fasting
growing community in Contra Costa
County, adding a total of 19,041 new
residents over the last 5 years. Antioch
and Pittsburg added a total of 14,495
new residents, making East County the
fastest growing region of the county.
These three cities make up more than
50% of the county’s growth from 2000
to 2005.

• East County cities
are growing the
fastest.

Local Findings

Contra Costa’s population has grown
by 6.7% since the 2000 U.S. Census. In
comparison, California has grown 7.6%
overall.

Population Growth in Selected
Communities

Table 1. Contra Costa County 2000-2005
		

% Growth

Brentwood

*76.9%

Antioch

*10.0%

Pittsburg
Countywide

*9.4%
6.7%

Oakley

**5.8%

Richmond

**2.5%

San Pablo

**2.1%

Concord

**0.8%

Pinole

-0.2%

Martinez

-0.2%

Walnut Creek

-0.5%

* Significantly higher percent than the county overall. **
Significantly lower
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Number of New Residents in Selected Communities
Table 2. Contra Costa County 2000-2005

Countywide

2005 Pop.

1,017,787

953,670

43,794

24,753

19,041 		

100,631

91,493

9,138 		

62,547

57,190

5,357 		

102,186

99,705

2,481 		

27,177

25,680

1,497 		

123,252

122,224

1,028 		

San Pablo

31,004

30,359

645		

Pinole

19,061

19,091

-30		

Martinez

35,916

35,984

-68		

Walnut Creek

64,196

64,506

-310		

Brentwood
Antioch
Pittsburg
Richmond
Oakley
Concord

Data Sources: Population Growth
Tables
Tables 1-2: U.S. Census Bureau (2005). Population
Estimates, Table T1. Retrieved December 4, 2006,
from American Factfinder database.
Bay Point data is not available for 2005.
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2000 Pop.    New Residents

64,117

Residents without
Health Insurance
Latinos are most likely to be without health insurance.
• Over 130,000 residents,
or nearly 15% of the
population, have no
insurance.
• 85% of the uninsured
are between 18 and 64
years of age.

Local Findings

Almost 15% of Contra Costa residents
between 0 and 64 years of age (132,000)
are without insurance for all or part of
the year. In comparison one-fifth (20.2%)
of California residents under 65 do not
have health insurance.

Table 1. Residents 0-64 years old without health insurance 2005

Contra Costa

Cases

132,000

Percent

Greater Bay Area

896,000

14.5%

6,530,000

*20.2%

California

These percentages are crude rates unadjusted for age.
* Significantly higher percentage compared to the county.
		

Adults between the ages of 18 and 64
make up the majority (85%, 111,000) of
the uninsured in Contra Costa. The lack
of public coverage options and declining
employment-based insurance account
for the greater proportion of adults who
are uninsured compared to children.1 At
least 21,000 of the county’s children 017 years (8%) are without insurance for
some or all of the year.

14.7%

People with low incomes are more likely
to be uninsured.
In Contra Costa, 43% of residents with
incomes less than 200% the federal
poverty level (FPL) are uninsured. In 2005,
200% of the FPL was $19,140 per year for
one person, and $32,180 for a family of 3.
Many low-income families cannot afford
job-based insurance yet earn too much
to be eligible for government subsidized
29

insurance programs like Medi-Cal or
Healthy Families.
The rates of uninsurance among men and
women in Contra Costa are similar (13.9%
vs. 15.4% respectively).
Editor’s note: Further
analysis of Contra Costa’s
uninsured is not possible
due to small numbers, so
we look to the Greater Bay
Area to learn more about
the uninsured in our area. The
Greater Bay Area includes:
Alameda, Contra Costa, Marin, Napa, San Francisco,
San Mateo, Santa Clara, Solano and Sonoma.

Latinos have the highest rate
of uninsurance among all race
groups. Among Greater Bay Area
residents, Latinos are more likely to
be without health insurance than any
other race group and the region overall.
Whites are least likely to be without
insurance. The majority of uninsured
residents in the Greater Bay Area are
Latino (391,000), followed by Whites
(247,000), Asians (167,000), and African
Americans (69,000).

Residents 0-64 years old without health insurance by Race/Ethnicity
Table 2. Greater Bay Area 2005
		

Cases

Percent

Latino

391,000

*27.9%

White

247,000

**8.6%

Asian

167,000

12.9%

African American

69,000

17.6%

Greater Bay Area

896,000

14.5%

These percentages are crude rates unadjusted for age.
[*] Significantly higher percentage compared to the county. 		
** Significantly percentage.		

30

In the U.S., African Americans also have
high rates of uninsurance. Almost a fifth
(19%) of African Americans are uninsured
which is above the national average of
15% and well above the percentage of
Whites (10%).2

to be insured than men. This may be
because some programs offer specific
coverage for current and expectant
mothers, and because women in general
are poorer than men and thus qualify
for public insurance.3

Men are more uninsured at the
state level Similar to Contra Costa,

No insurance leads to poor health

the rates of uninsurance among men
and women for the Greater Bay Area
are virtually the same (15.6% vs. 13.4%
respectively). For California overall,
however, men are significantly more
likely than women to be without
insurance (21.7% vs. 18.8% respectively)
– in other words, women are more likely

Data Sources: Health Insurance
Text
1. Yoon J, et al. (2006). One in Five Californians Were Uninsured
in 2005 Despite Modest Gains in Coverage. Los Angeles, CA:
UCLA Center for Health Policy Research.
2. Families USA (December 2002). Health Coverage in African
American Communities: What’s the problem and what can we
do about it? Website: http://www.familiesusa.org/assets/pdfs/
AfrAmA9acc.pdf. Retrieved February 23, 2007.
3. Bennefield, R.L. (May 1996). Who loses coverage and for how
long? Current population reports: household economic studies.
P70-54. Washington, D.C.: Bureau of the Census.
4. Dubuy, L., Holahan, J. & Cook, A. (2007). The Uninsured and
the Affordability of Health Insurance Coverage. Health Affairs
26(1) 22-30.

5. Contra Costa County Children and Families Policy Forum.
(2003). Contra Costa County Children’s Report Card: Health
Insurance. Website: http://www.cocoscholls.org/about/
reptcard.html.

Despite being in worse health than
people with coverage, the uninsured
use fewer services and face higher outof-pocket spending than their insured
counterparts.4 Families without health
insurance put off visits to the doctor, and
as a result tend to be sicker when they
finally seek care. Overall, the uninsured
are more likely to die earlier than people
who have insurance.5

Tables
Tables 1-2: Local data about health insurance from the
California Health Interview Survey’s AskCHIS data query
system, copyright© 2005 the Regents of the University of
California, all rights reserved, available online at: http://www.
chis.ucla.edu/. Data analysis performed March 8, 2007.
Greater Bay Area includes the counties of Alameda, Contra
Costa, Marin, Napa, San Francisco, San Mateo, Santa Clara,
Solano and Sonoma.
In Table 2, data for the following race/ethnicity groups
was excluded due to small numbers: American Indian/Alaska
Natives, Native Hawaiian/ Pacific Islanders, and Two or More
Races. Due to unstable estimates, percentages could not be
calculated for these groups. These groups were included in
Table 1 and estimates for men and women.

Ask CHIS data are generated from a telephone survey that
asks questions to a randomly selected group of residents in
Contra Costa and other counties in California. Responses are
then weighted to represent the county, region, and state as
whole.

31

32

Poverty

One in three Richmond residents live
in poverty (33.2%) compared to 1 in
five (19.6%) residents countywide. The
greatest number of poor residents live in
Richmond (31,872), compared to Concord
(28,524).

• Nearly 20% of our
county’s population
lives in poverty.
• A few local
communities have
poverty rates much
higher than the rest.

Local Findings

Some 196,761 Contra Costa residents live
in poverty. This represents 19.6% of the
county’s population.

Residents Living in Poverty 2005

Table 1. Large Cities in Contra Costa County
		

Percent

Number

Richmond

*33.2%

31,872

Concord

*24.5%

28,524

Antioch

*22.3%

23,069

19.6%

196,761

Countywide

* Significantly higher percent than the county overall.

Editor’s Note:
Since the U.S. Census Bureau has only
updated its poverty numbers for a
few large Contra Costa cities, we have
included totals for 2000 below.
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In 2000, San Pablo (42.8%), Richmond
(36.3%) and Bay Point (33.4%) had the
highest percentages of poverty — each
of these communities with at least onethird of their residents living in poverty.
Residents Living in Poverty 2000

Table 2. Contra Costa County

		
Percent

Number

San Pablo

*42.8%

12,938

Richmond

*36.3%

36,047

Bay Point

*33.4%

7,188

Pittsburg

*28.5%

16,210

Concord

*20.9%

25,417

Antioch

*19.9%

18,015

Countywide

18.5%

175,065

Brentwood

15.5%

3,616

Oakley

14.6%

3,741

Pinole

12.7%

2,417

Martinez

11.8%

4,224

Walnut Creek

10.6%

6,797

* Significantly higher percent than the county overall.

We define poverty
as below 200% of
the Federal Level.
Because of the
high cost of living
in Contra Costa
County, we have
calculated poverty
rates to include all
county residents
who reported
a gross income
less than 200%
of the Federal
Level. In the
year 2005, this
amount ranged
from $19,140 for a
person living alone
to $38,700 for
a family of four
and $64,780 for a
family of eight1

Data Sources: Poverty
Text
1. U.S. Department of Health and Human Services. (February 18, 2005.) Annual Update of the HHS Poverty Guidelines. Federal
Register, 70(33).
Tables
Table 1: U.S. Census Bureau (2005). American Community Survey, Table B17002. Retrieved December 4, 2006, from American
FactFinder database.
The data in Table 1 reflects incomes in 2004.
Table 2: U.S. Census Bureau (2000). Summary File 3, Tables P88. Retrieved May 27, 2004, from American FactFinder database.
The data in Table 2 reflects incomes in 1999.
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Education

• Nearly 12% of
residents lack
a high school
diploma.

Key Findings

At least 76,832 residents lack a high
school diploma. This represents 11.7%
of the County’s population age 25 and
older.			
				
Among Contra Costa’s largest cities, the
city of Richmond has the highest percent
(20.2%) of residents lacking a high school
diploma.
				
At least 249,045 residents have college
degrees. This represents 37.8% of the
county’s population. Among Contra
Costa’s largest cities, Antioch has the
lowest percent (19.1%) of residents with
a college degree.
				
For additional information on levels of
education, see our 2005 Summary Table
on page 39.

Residents with no high school diploma

Table 1. Large Cities in Contra Costa County 2005

Percent

Number

Richmond

*20.2%

12,382

Antioch

*16.3%

9,626

Concord

*13.2%

10,529

11.7%

76,832

Countywide

* Percents are statistically higher than the county overall.		

35

Residents with a college degree1 		

Table 2. Large Cities in Contra Costa County 2005
		

Percent

Number

Antioch

**19.1%

11,229

Richmond

**27.1%

16,567

Concord

**29.2%

23,209

37.8%

249,045

County

** Percents are lower than the county overall.		

Data sources: Education
Tables
Tables1-2: U.S. Census Bureau (2005). American Community Survey, Contra Costa County Data Profile: Social Data. Retrieved
December 4, 2006, from American FactFinder database.
1
Residents with college degrees includes graduate school and higher educational attainment.
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2005 census
summary table
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12,523,379
4,298,931
2,090,284
660,000
168,767
114,987
148,164

Asian

African American

Two or more races

American Indian/Alaskan Native

Native Hawaiian/Other Pacific Islander

Some other race

17,497,507
17,781,261
2,679,311
2,572,247
2,792,369
2,524,633
2,411,167
5,010,503
5,384,615
4,871,349
1,923,729
1,407,741
1,941,943
1,338,685
420,476
34.4

Male

Female

Under 5 years

5 to 9 years

10 to 14 years

15 to 19 years

20 to 24 years

25 to 34 years

35 to 44 years

45 to 54 years

55 to 59 years

60 to 64 years

65 to 74 years

75 to 84 years

85 years and older

Median age (years) both sexes

Gender and Age

15,274,256

Hispanic/Latino

35,278,768

Number

White

Race/Ethnicity

Total Population (living in households)

California

1.2%

3.8%

5.5%

4.0%

5.5%

13.8%

15.3%

14.2%

6.8%

7.2%

7.9%

7.3%

7.6%

50.4%

49.6%

0.4%

0.3%

0.5%

1.9%

5.9%

12.2%

35.5%

43.3%

100.0%

Percent

37.2

14,039

37,910

58,697

48,390

65,471

156,082

154,737

123,566

60,279

70,820

73,569

74,666

68,260

512,232

494,254

2,722

3,448

2,671

28,407

92,085

131,646

213,227

532,280

1,006,486

Number

County

Contra Costa

1.4%

3.8%

5.8%

4.8%

6.5%

15.5%

15.4%

12.3%

6.0%

7.0%

7.3%

7.4%

6.8%

50.9%

49.1%

0.3%

0.3%

0.3%

2.8%

9.1%

13.1%

21.2%

52.9%

100.0%

Percent

30.4

389

2,336

2,869

3,343

4,446

15,204

17,779

12,615

8,323

9,604

10,173

8,031

8,227

50,394

52,945

0

124

140

2,512

16,495

6,837

34,301

42,930

103,339

Number

Antioch

0.4%

2.3%

2.8%

3.2%

4.3%

14.7%

17.2%

12.2%

8.1%

9.3%

9.8%

7.8%

8.0%

48.8%

51.2%

0.0%

0.1%

0.1%

2.4%

16.0%

6.6%

33.2%

41.5%

100.0%

Percent

37.1

948

4,253

7,338

4,917

6,349

18,968

19,490

17,305

7,913

6,698

7,445

6,998

8,160

60,261

56,521

252

950

98

3,833

2,935

13,584

30,772

64,358

116,782

Number

Concord

2005 American Community Survey Summary Table

U.S. Census Bureau

0.8%

3.6%

6.3%

4.2%

5.4%

16.2%

16.7%

14.8%

6.8%

5.7%

6.4%

6.0%

7.0%

51.6%

48.4%

0.2%

0.8%

0.1%

3.3%

2.5%

11.6%

26.3%

55.1%

100.0%

Percent

33.9

1,466

3,079

6,254

3,736

7,324

12,243

12,607

14,522

6,869

7,187

6,566

9,214

5,581

49,957

46,691

473

0

116

2,257

27,472

14,010

32,667

19,653

96,648

Number

Richmond

1.5%

3.2%

6.5%

3.9%

7.6%

12.7%

13.0%

15.0%

7.1%

7.4%

6.8%

9.5%

5.8%

51.7%

48.3%

0.5%

0.0%

0.1%

2.3%

28.4%

14.5%

33.8%

20.3%

100.0%

Percent

40
2,370,752
$53,629

Graduate or professional degree

Median household income
is

4,215,208

Bachelor’s degree

18,808,277
13,791,180

English only

Language other than English

16,008,544
1,236,106

Employed

Unemployed

2,357,073
1,481,625
4,122,404

16 to 64 years

65 years and older

All ages 5 and older

$477,700

Median Value

100.0%

35.9%

57.2%

6.9%

7.2%

92.8%

100.0%

42.3%

57.7%

100.0%

32.6%

29.9%

10.6%

18.9%

7.7%

21.0%

21.8%

19.9%

100.0%

Percent

$590,200

256,205

120,328

40,558

71,456

8,314

32,695

472,326

505,021

292,077

646,149

938,226

196,761

177,040

$69,487

91,118

157,927

52,854

147,165

132,996

76,832

658,892

Number

County

Contra Costa

100.0%

33.7%

59.4%

6.9%

6.5%

93.5%

100.0%

31.1%

68.9%

100.0%

19.6%

17.6%

13.8%

24.0%

8.0%

22.3%

20.2%

11.7%

100.0%

Percent

$489,800

22,955

11,276

2,278

8,098

900

4,570

46,430

51,000

***

***

***

23,069

18,645

$65,882

2,875

8,354

6,154

15,634

16,338

9,626

58,981

Number

Antioch

100.0%

20.2%

71.8%

8.0%

9.0%

91.0%

100.00%

***

***

***

22.3%

18.1%

4.9%

14.2%

10.4%

26.5%

27.7%

16.3%

100.0%

Percent

$534,100

26,388

15,424

4,898

10,090

436

3,181

59,088

62,269

41,272

67,350

108,622

28,524

25,547

$60,458

7,591

15,618

6,905

18,415

20,510

10,529

79,568

Number

Concord

100.0%

31.8%

65.4%

2.8%

5.1%

94.9%

100.0%

38.0%

62.0%

100.0%

24.5%

22.0%

9.5%

19.6%

8.7%

23.1%

25.8%

13.2%

100.0%

Percent

$449,600

20,416

14,518

5,435

7,512

1,571

4,660

43,351

48,011

42,489

48,578

91,067

31,872

28,469

$52,794

6,042

10,525

3,925

11,786

16,571

12,382

61,231

Number

Richmond

***Data is unavailable due to small sample sizes. Data Source: United States Census Bureau, American Factfinder, 2005 American Community Survey Data assembled by: Community Health Assessment, Planning and Evaluation group (CHAPE), Public Health
Division, Contra Costa Health Service Note: The 2005 American Community Survey is limited to households. It excludes people living in institutions, college dormitories and other group settings.

7,070,138

Owner occupied homes

Home ownership

283,706

5 to 15 years

population)

Disability status (civilian noninstitutionaled

17,244,650

Civilian labor force

Employment status

32,599,457

Population 5 years and older

Language spoken at home

level

Poverty status @ below 2.00 times the Federal 11,444,277

level

Poverty status @ below 1.85 times the Federal 10,501,200

determined

status

1,709,579

Associate’s degree

poverty

4,692,874

Some college, no degree

whom

4,868,430

High school diploma (includes equivalency)

for

4,442,198

Population

22,299,041

No high school diploma

Number

California

Population age 25 and older

older)

Educational Attainment (population 25 years and

U.S. Census Bureau Continued

100.0%

37.4%

51.7%

10.8%

9.7%

90.3%

100.0%

46.7%

53.3%

100.0%

33.2%

29.6%

9.9%

17.2%

6.4%

19.2%

27.1%

20.2%

100.0%

Percent

2000 census
summary table
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Census 2000
Summary Table
Includes: Race, age, gender, income, linguistic isolation, and disability status
California
		
TOTAL POPULATION

Contra Costa
Antioch
Bay Point Brentwood
County						

33,871,648

948,816

90,532

21,534

23,302

RACE/ETHNICITY										
White
15,816,790 46.7%
549,409 57.9%
50,644 55.9%
6,946 32.3% 14,692
Hispanic/Latino
10,966,556 32.4%
167,776 17.7%
20,024 22.1%
8,321 38.6% 6,565
Asian
3,648,860 10.8%
102,681 10.8%
6,510
7.2%
2,363 11.0%
632
African American
2,181,926
6.4%
86,851
9.2%
8,551
9.4%
2,633 12.2%
553
Two or more races
903,115
2.7%
32,658
3.4%
3,802
4.2%
880 4.1%
665
American Indian/Alaska Native
178,984
0.5%
3,648
0.4%
513
0.6%
157 0.7%
95
Native Hawaiian/
Other /Pacific Islander
103,736
0.3%
3,157
0.3%
310
0.3%
157 0.7%
49
Some other race
71,681
0.2%
2,636
0.3%
178
0.2%
77 0.4%
51

63.1%
28.2%
2.7%
2.4%
2.9%
0.4%
0.2%
0.2%

GENDER AND AGE										
Male
16,874,892 49.8%
463,270 48.8%
44,331 49.0% 10,797 50.1% 11,487 49.3%
Female
16,996,756 50.2%
485,546 51.2%
46,201 51.0% 10,737 49.9% 11,815 50.7%
Under 5 years
2,486,981
5 to 9 years
2,725,880
10 to 14 years
2,570,822
15 to 19 years
2,450,888
20 to 24 years
2,381,288
25 to 29 years
2,543,541
30 to 34 years
2,685,521
35 to 39 years
2,814,743
40 to 44 years
2,670,598
45 to 49 years
2,331,792
50to 54 years
1,999,843
55 to 59 years
1,467,252
60 to 64 years
1,146,841
65 to 69 years
984,535
70 to 74 years
903,288
75 to 79 years
779,347
80 to 84 years
502,831
85 to 89 years
280,895
90 years and over
144,762
Median age (years) both sexes
33.3
     Male
32.2
     Female
34.4

7.3%
8.0%
7.6%
7.2%
7.0%
7.5%
7.9%
8.3%
7.9%
6.9%
5.9%
4.3%
3.4%
2.9%
2.7%
2.3%
1.5%
0.8%
0.4%
(X)
(X)
(X)

66,128
73,031
72,017
63,124
50,696
57,200
69,187
81,966
81,789
74,223
67,765
48,758
35,660
28,637
26,085
23,637
15,542
8,702
4,669
36.4
35.3
37.5

6.9%
7.8%
7.6%
6.6%
5.3%
6.0%
7.3%
8.7%
8.6%
7.8%
7.2%
5.1%
3.8%
3.1%
2.7%
2.6%
1.6%
0.9%
0.4%
(X)
(X)
(X)

7,820
8,592
8,214
7,002
5,025
5,487
7,186
8,577
8,038
6,566
5,229
3,628
2,460
1,960
1,732
1,372
909
456
279
32.3
31.3
33.1

8.6%
9.5%
9.1%
7.7%
5.6%
6.0%
7.9%
9.5%
8.9%
7.2%
5.8%
4.0%
2.7%
2.2%
1.9%
1.5%
1.1%
0.5%
0.3%
(X)
(X)
(X)

2,091 9.7%
2,151 10.0%
1,869 8.7%
1,681 7.8%
1,617 7.5%
1,693 7.9%
1,800 8.3%
1,903 8.8%
1,704 7.9%
1,327 6.2%
1,070 5.0%
777 3.6%
534 2.5%
416 1.9%
341 1.6%
285 1.3%
172 0.9%
71 0.3%
32 0.1%
29.1
(X)
28.2
(X)
30.1
(X)

2,263
2,371
2,002
1,524
1,080
1,280
2,155
2,351
2,002
1,227
1,069
893
852
752
636
420
253
120
52
32.7
32.5
32.9

9.7%
10.2%
8.6%
6.5%
4.6%
5.5%
9.2%
10.2%
8.6%
5.3%
4.6%
3.8%
3.7%
3.2%
2.7%
1.8%
1.1%
0.5%
0.2%
(X)
(X)
(X)
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California
		

Contra Costa
County

Antioch

Bay Point

Brentwood

EDUCATIONAL ATTAINMENT (population 25 years and over)									
No high school diploma

4,942,743

23.2%

81,867 13.1%

7,735 14.3%

3,479 28.2% 2,413 17.1%

High school diploma

4,288,452

20.1%

123,956 19.8%

15,480 28.6%

3,269 26.5% 3,592 25.4%

Some college

6,397,739

30.0%

200,770 32.1%

21,015 38.9%

4,094 33.2% 5,167 36.6%

College graduate

3,640,157

17.1%

142,909 22.8%

7,302 13.5%

Graduate school and higher

2,029,809

9.6%

76,139 12.2%

21,298,900 100.0%

625,641 100.0%

Total

2,509

4.7%

54,041 100.0%

1,086
411

8.8% 2,140 15.2%
3.3%

813

5.7%

12,339 100.0% 14,125 100.0%

MEDIAN HOUSEHOLD INCOME IN 1999 										
Household income in dollars
47, 493
(X)
63,675
(X)
60,359
(X) 44,951
(X) 69,198
(X)
POVERTY STATUS (1999 income under 200% of FPL) and percent of population
						
			
Under 18 years (percent reflects
population age 0-17)
3,855,578 41.7%
58,210 23.1%
7,302 25.0%
2,909 40.7% 1,399 18.3%
Age 18 and over ( percent reflects
population age 18 and over)
7,087,558

28.8%

116,855 16.8%

10,713 17.5%

4,279 29.7% 2,217 14.2%

All ages below 200% of federal
poverty level
10,943,136

32.3%

175,065 18.5%

18,015 19.9%

7,188 33.4% 3,616 15.5%

LINGUISTICALLY ISOLATED (population age 5 and over) number in household 						
where some or all members speak a non-English language and percent of population							
			
In households where some
members speak a non-English
lanuage
123,206
0.3%
2,503
0.3%
237
0.3%
141
0.6%
68
0.3%
In households where all members
speak a non-English lanuage
3,349,064
Total linguistic isolated

3,472,270

9.9%

52,466

5.5%

4,016

4.4%

2,504

11.6% 1,421

10.2%

54,969

5.8%

4253

4.7%

2645 12.2%

1489

6.1%
6.4%

DISABILITY STATUS (noninstitutionalized) and percent of population								
		
5 to 15 years
373,407
1.1%
10,073
1.1%
1,253
1.4%
575
2.7%
381
1.6%
16 to 64 years

7,241,881

21.4%

65 years and over

2,977,123

8.8%

All ages 5 and over

10,592,411

31.3%

168,698 17.8%
84,726

8.9%

263,497 27.8%

16,262 17.9%
5,868

6.5%

23,383 25.8%

6,528 30.3% 3,690 15.8%
1,107

5.1% 1,329

5.7%

8,210 38.1% 5,400 23.1%

Data sources
Source: United States Census Bureau, Census 2000, Summary file 3 Sample Data,Tables QT-PL (Basic Facts), P8, P37, P41, P53, P88,
PCT14
More detailed census information is available from the American Factfinder (factfinder.census.gov)		
Data assembled by: Community Health Assessment, Planning and Evaluation group (CHAPE), Public Health Division, CCHS, August 2004
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Concord
Martinez
Oakley
Pinole
					
TOTAL POPULATION
121,780
35,866
25,619
19,039

Pittsburg		
56,769

RACE/ETHNICITY										
White
74,119 60.9% 27,096 75.5% 16,469 64.3% 9,219 48.4%
Hispanic/Latino
26,560 21.8%
3,660 10.2%
6,399 25.0% 2,618 13.8%
Asian
11,264
9.2%
2,340 6.5%
708
2.8% 4,092 21.5%
African American
3,530
2.9%
1,181 3.3%
832
3.2% 2,079 10.9%
Two or more races
4,857
4.0%
1,248 3.5%
953
3.7%
835
4.4%
American Indian/Alaska Native
580
0.5%
188 0.5%
151
0.6%
68
0.4%
Native Hawaiian/Other
Pacific Islander
551
0.5%
80 0.2%
65
0.3%
62
0.3%
Some other race
319
0.3%
73 0.2%
42
0.2%
66
0.3%

17,697
18,287
7,031
10,457
2,433
210

31.2%
32.2%
12.4%
18.4%
4.3%
0.4%

464
190

0.8%
0.3%

GENDER AND AGE										
Male
60,147 49.4% 17,794 49.6% 12,943 50.5% 9,145 48.0% 27,887 49.1%
Female
61,633 50.6% 18,072 50.4% 12,676 49.5% 9,894 52.0% 28,882 50.9%
Under 5 years
8,625
5 to 9 years
8,887
10 to 14 years
8,336
15 to 19 years
8,057
20 to 24 years
7,848
25 to 29 years
8,979
30 to 34 years
9,858
35 to 39 years
10,900
40 to 44 years
10,178
45 to 49 years
8,978
50to 54 years
7,968
55 to 59 years
5,718
60 to 64 years
4,382
65 to 69 years
3,729
70 to 74 years
3,214
75 to 79 years
2,861
80 to 84 years
1,810
85 to 89 years
1,000
90 years and over
452
Median age (years) both sexes 35.1
     Male
33.7
     Female
36.5

7.1%
7.3%
6.9%
6.6%
6.4%
7.3%
8.1%
8.9%
8.3%
7.5%
6.5%
4.8%
3.6%
3.2%
2.6%
2.3%
1.5%
0.8%
0.3%
(X)
(X)
(X)

2,000
2,261
2,355
2,330
1,817
2,110
2,689
3,324
3,564
3,351
2,930
2,095
1,412
1,020
900
817
511
257
123
38.6
37.5
39.7

5.6%
6.3%
6.6%
6.5%
5.1%
5.9%
7.5%
9.3%
9.9%
9.4%
8.2%
5.8%
3.9%
2.8%
2.5%
2.3%
1.4%
0.7%
0.3%
(X)
(X)
(X)

EDUCATIONAL ATTAINMENT (population 25 years and over)

2,177
2,629
2,670
2,080
1,225
1,446
2,191
2,736
2,470
1,784
1,341
841
651
440
400
256
175
81
26
31.5
31.0
31.9

8.5%
10.3%
10.4%
8.1%
4.8%
5.6%
8.6%
10.7%
9.6%
7.0%
5.3%
3.3%
2.5%
1.7%
1.5%
1.0%
0.7%
0.3%
0.1%
(X)
(X)
(X)

1,083
1,283
1,511
1,364
1,003
912
1,185
1,602
1,696
1,551
1,444
1,105
844
691
608
504
351
194
108
38.7
37.3
40.0

5.7%
6.7%
7.9%
7.2%
5.3%
4.8%
6.2%
8.4%
8.9%
8.1%
7.6%
5.8%
4.5%
3.7%
3.2%
2.6%
1.8%
1.1%
0.5%
(X)
(X)
(X)

4,739
5,080
4,908
4,532
4,153
4,164
4,285
4,728
4,513
3,920
3,200
2,149
1,738
1,331
1,205
962
598
367
197
30.9
29.9
31.9

8.3%
8.9%
8.6%
8.1%
7.3%
7.4%
7.5%
8.3%
7.9%
6.9%
5.6%
3.8%
3.2%
2.3%
2.1%
1.7%
1.2%
0.6%
0.3%
(X)
(X)
(X)

								

No high school diploma

12,244 15.3%

2,251

8.9%

2,258

15.2%

1,531

11.7%

8,126 24.3%

High school diploma

18,560 23.2%

5,111 20.3%

4,503

30.4%

3,150

24.2%

8,632 25.9%

Some college

28,563 35.6%

9,748 38.7%

6,030

40.7%

4,764

36.5%

11,716 35.1%

College graduate

14,998 18.7%

5,678 22.5%

1,574

10.6%

2,529

19.4%

3,822 11.4%

462

3.1%

1,071

8.2%

Graduate school and higher
Total

5,765

7.2%

80,130 100.0%

2,413

9.6%

25,201 100.0% 14,827 100.0% 13,045 100.0%

1,092

3.3%

33,388 100.0%

MEDIAN HOUSEHOLD INCOME IN 1999 										
Household income in dollars
55,597
(X) 63,010
(X) 65,589
(X) 62,256
(X) 50,557
(X)
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Concord

Martinez

Oakley

Pinole

Pittsburg

POVERTY STATUS (1999 income under 200% of FPL) and percent of population
					
				
Under 18 years (percent
reflects population age 0-17)
7,846 25.4%
910 11.2% 1,410 15.6%
679 14.2%
6,181 35.3%
Age 18 and over ( percent
reflects population age 18
and over)

17,571 19.3%

3,314

11.9% 2,331 13.9%

1,738 12.2%

10,029

25.5%

All ages below 200% of
federal poverty level

25,417 20.9%

4,224

11.8% 3,741 14.6%

2,417 12.7%

16,210

28.5%

LINGUISTICALLY ISOLATED (population age 5 and over) 							
where some or all members speak a non-English language and percent of population 						
				
In households where some
members speak a non-English
lanuage
303 0.2%
64
0.2%
114 0.4%
31
0.2%
340
0.6%
In households where all
members speak a non-English
lanuage
9,434

7.7%

598

1.6%

475

1.9%

702

3.7%

4,509

7.9%

Total linguistic isolated

7.9%

662

1.8%

589

2.3%

733

3.9%

4,849

8.5%

9737

DISABILITY STATUS (noninstitutionalized) and percent of population							
			
5 to 15 years
1,090 0.9%
180
0.5%
639 2.5%
250
1.3%
635
1.1%
16 to 64 years

25,730 21.1%

6,296 17.5% 4,497 17.6%

3,153 16.6%

14,828

26.1%

65 years and over

11,102

2,712

5.2%

2,655 13.9%

4,964

8.7%

All ages 5 and over

37,922 31.1%

9,188 25.6% 6,472 25.3%

6,058 31.8%

20,427

35.9%

9.1%

7.6% 1,336

Data sources
Source: United States Census Bureau, Census 2000, Summary file 3 Sample Data,Tables QT-PL (Basic Facts), P8, P37, P41, P53, P88,
PCT14
More detailed census information is available from the American Factfinder (factfinder.census.gov)				
Data assembled by: Community Health Assessment, Planning and Evaluation group (CHAPE), Public Health Division, CCHS, August 2004
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Richmond

San Pablo

Walnut Creek

99,216

30,215

64,296

TOTAL POPULATION
RACE/ETHNICITY
White
Hispanic/Latino
Asian
African American
Two or more races
American Indian/Alaska Native
Native Hawaiian/Other Pacific Islander
Some other race

					
21,081
21.2%
4,886
16.2%
51,834
26,319
26.5%
13,490
44.6%
3,851
12,077
12.2%
4,890
16.2%
5,968
35,279
35.6%
5,403
17.9%
666
3,233
3.3%
1,108
3.7%
1,590
351
0.4%
125
0.4%
148
476
0.5%
146
0.5%
91
400
0.4%
167
0.6%
148

80.6%
6.0%
9.3%
1.0%
2.5%
0.2%
0.1%
0.2%

GENDER AND AGE						
Male
48,233
48.6%
14,839
49.1%
29,683
Female
50,983
51.4%
15,376
50.9%
34,613

46.2%
53.8%

Under 5 years
5 to 9 years
10 to 14 years
15 to 19 years
20 to 24 years
25 to 29 years
30 to 34 years
35 to 39 years
40 to 44 years
45 to 49 years
50to 54 years
55 to 59 years
60 to 64 years
65 to 69 years
70 to 74 years
75 to 79 years
80 to 84 years
85 to 89 years
90 years and over
Median age (years) both sexes
     Male
     Female

7,669
8,160
7,637
6,659
7,159
7,723
8,009
7,971
7,415
6,861
6,345
4,478
3,324
2,711
2,429
2,201
1,374
757
334
32.8
31.4
34.2

7.8%
8.2%
7.7%
6.7%
7.2%
7.8%
8.1%
8.0%
7.5%
6.9%
6.4%
4.5%
3.4%
2.7%
2.4%
2.2%
1.4%
0.8%
0.3%
(X)
(X)
(X)

2,738
2,848
2,600
2,323
2,364
2,530
2,612
2,354
2,124
1,767
1,467
998
869
682
571
582
374
243
169
29.5
28.6
30.2

9.1%
9.4%
8.6%
7.7%
7.9%
8.4%
8.6%
7.8%
7.0%
5.8%
4.8%
3.4%
2.9%
2.3%
1.9%
1.9%
1.2%
0.8%
0.5%
(X)
(X)
(X)

2,854
3,232
3,264
2,856
2,454
3,767
4,098
4,710
4,819
4,714
4,613
3,594
3,040
2,982
3,317
3,753
3,044
2,040
1,145
45.1
42.2
47.8

4.4%
5.0%
5.1%
4.4%
3.8%
5.9%
6.4%
7.3%
7.5%
7.4%
7.2%
5.6%
4.7%
4.6%
5.1%
5.8%
4.7%
3.3%
1.8%
(X)
(X)
(X)

EDUCATIONAL ATTAINMENT (population 25 years and over)						
No high school diploma
15,446
24.6%
6,522
37.6%
2,521
5.1%
High school diploma

13,672

21.8%

4,529

26.1%

6,290

12.6%

Some college

19,526

31.2%

4,489

25.9%

14,204

28.4%

College graduate

8,845

14.1%

1,388

8.0%

16,705

33.4%

Graduate school and higher

5,173

8.3%

419

2.4%

10,266

20.5%

62,662

100.0%

17,347

100.0%

49,986

100.0%

MEDIAN HOUSEHOLD INCOME IN 1999 						
Household income in dollars
44,210
(X)
37,184
(X)
63,238

(X)

Total
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Richmond

San Pablo

Walnut Creek

POVERTY STATUS (1999 income under 200% of FPL) and percent of population					
Under 18 years (percent reflects
population age 0-17)
Age 18 and over ( percent reflects
population age 18 and over)
All ages below 200% of federal
poverty level

13,462

49.0%

5,053

52.7%

1,070

9.5%

22,585

31.5%

7,885

38.2%

5,727

10.8%

36,047

36.3%

12,938

42.8%

6,797

10.6%

LINGUISTICALLY ISOLATED (population age 5 and over) 						
number in household where some or all members 						
In households where some
members speak a non-English lanuage
323
0.3%
198
0.6%
46
0.1%
In households where all
members speak a non-English lanuage

10,109

10.2%

5,771

19.1%

2,120

3.3%

Total linguistic isolated

10432

10.5%

5969

19.7%

2166

3.4%

DISABILITY STATUS (noninstitutionalized) and percent of population						
5 to 15 years
1,409
1.4%
430
1.4%
412
0.6%
16 to 64 years

25,431

25.6%

9,375

31.0%

7,100

11.0%

65 years and over

9,274

9.3%

2,767

9.2%

11,624

18.1%

All ages 5 and over

36,114

36.3%

12,572

41.6%

19,136

29.7%

Data sources
Source: United States Census Bureau, Census 2000, Summary file 3 Sample Data,Tables QT-PL (Basic Facts), P8, P37, P41, P53, P88,
PCT14
More detailed census information is available from the American Factfinder (factfinder.census.gov)					
Data assembled by: Community Health Assessment, Planning and Evaluation group (CHAPE), Public Health Division, CCHS, August 2004
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leading cause
of death
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Leading Causes of Death,
Contra Costa and California

Editor’s note:
Leading causes of death are
those that are responsible for
the greatest number of deaths.
In this report, the leading
causes of death are ranked
according number of deaths, which
provides a picture of the overall burden of deaths
from specific causes.

• Four of the five leading
causes of death in
Contra Costa are
chronic diseases.
• Heart disease and
cancer account for half
of all deaths in Contra
Costa and California.
• Cancer and stroke
death rates are higher
in Contra Costa than
California overall.

Local Findings

Between 2002-2004, there were 20,706
deaths among Contra Costa residents.
This means that approximately 6,902
county residents die each year. The
age-adjusted death rate from all causes
is similar in Contra Costa (703.2 per
100,000) and California (702.8 per
100,000).

Leading Causes of Death, Local		

Table 1. Contra Costa County 2002-2004
		

Deaths

Percent

Heart disease

5,280

25.5%

**179.9

Cancer

5,058

24.4%

*170.5

Stroke

1,683

8.1%

*57.8

Chronic lower
respiratory disease

1,083

5.2%

37.7

809

3.9%

**26.9

20,706

100.0%

703.2

Unintentional injuries
Contra Costaa

Rate

Totals include deaths from all causes, including but not limited to those listed above.
These are age-adjusted rates per 100,000 people.
* Significantly higher rate compared to California.
** Significantly lower rate compared to California.
a
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Heart
disease,
cancer,
stroke,
chronic lower respiratory disease and
unintentional injuries are the most
common causes of death in both Contra
Costa and California, accounting for
more than two-thirds of deaths locally
and statewide: Contra Costa (67.1%) and
California (69.0%). The top two leading
causes of death, heart disease and cancer,
make up close to half of all deaths in the
county (49.9%) and state (51.7%).
Editor’s note:
The injury rates here
differ slightly from
others in the report.
See this section’s
table notes for further
explanation.

Death rates from most of the leading
causes of death differ locally and
statewide. Contra Costa residents are
more likely to die from cancer and stroke
and less likely to die from heart disease
and unintentional injuries than people
living in California overall. In Contra
Costa, the age-adjusted death rates from
cancer (170.5 per 100,000) and stroke
(57.8 per 100,000) are higher than those
in California (163.3 and 52.3 per 100,000
respectively).

Leading Causes of Death, Statewide		
Table 2. California 2002-2004
			

Heart disease

Deaths

202,402

Percent

28.7%

*202.7

Cancer

161,941

23.0%

**163.3

Stroke

52,121

7.4%

**52.3

Chronic lower
respiratory disease

38,542

5.5%

39.3

Unintentional injuries

30,966

4.4%

*29.2

705,035

100.0%

702.8

Californiaa

Totals include deaths from all causes, including but not limited to those listed above.
* Significantly higher rate compared to Contra Costa.
** Significantly lower rate compared to Contra Costa.
a
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Rate

Contra Costa’s age-adjusted death rates
from heart disease (179.9 per 100,000) and
unintentional injuries (26.9 per 100,000)
are lower than those in California (202.7
and 29.2 per 100,000 respectively).

Sources: Leading Causes of Death for Contra Costa
and California
Tables:
Tables 1-2: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data
have been reached by CHAPE and are not from the CDHS.
These tables include total deaths and age-adjusted average
annual death rates for 2002 through 2004. In this section,
the number of deaths for unintentional injuries includes
late effects. A late effect is the residual effect (condition
produced) after the acute phase of an illness or injury has
terminated. The late effect can occur at any time. For instance,
it may be apparent early, such as in cerebrovascular accident
cases, or a late effect could be from an injury that occurred
during the previous year- such as wound infection from a deep
cut last year. Note: The data and conclusions in this section
related to unintentional injuries do not match those in the
Injury section of this report because the data in the Injury
section do not include late effects and the rates are not ageadjusted.
Chronic lower respiratory disease includes bronchitis,
emphysema, asthma and other chronic lower respiratory
diseases.
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
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Leading Causes of Death,
by Age

Heart
disease,
cancer,
stroke,
chronic lower respiratory disease and
unintentional injuries are the most
common causes of death in Contra Costa.
Cancer is among the leading causes of
death for all age groups in Contra Costa,
except young children under one year of
age.
The leading causes of death change over
the life span. Chronic diseases develop
over time and eventually lead to death
as people age. Injury is a leading cause
of death for the young and old, related
to exposure to the risk of injury and the
body’s ability to recover from injuries at
younger and older ages.
Chronic diseases, including cancer,
heart disease and stroke, are the most
common causes of death among older
Contra Costa residents (55+ years of
age). Unintentional injuries account for
the greatest number of deaths among
younger residents (1-34 years of age),

• Nearly three-quarters of
deaths in the county are
among residents ages 65
and older.
• Most deaths among
older residents are from
chronic diseases.
• Most deaths among
younger residents are
from injuries, including
those related to
homicide and suicide.

Local Findings

As expected, most deaths in the county
are among older residents. Almost threequarters (74.3%) of deaths in Contra
Costa are among residents ages 65 and
older, followed by 55-64 years olds
(10.7%) and 45-54 year olds (7.3%). Less
than 8% of deaths are among residents
younger than 45 years of age.

followed by homicide and suicide. A mix of
chronic diseases and injuries make up the
leading causes of death among middleaged residents (35-54 years of age).

65+ years
Between 2002-2004, there were 15,389
deaths among residents ages 65 and
older. This means that approximately
5,130 county residents in this age group
die each year.
Deaths among residents 65 years of age
and older account for almost threequarters (74.3%) of all deaths among
county residents.
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Leading causes of death for residents 65 and older
Table 1. Contra Costa County 2002-2004

Deaths

Percent

Rate

Heart Disease

4,366

28.4%

1270.7

Cancer

3,529

22.9%

1027.1

Stroke

1,488

9.7%

433.1

Chronic Lower Respiratory Disease

962

6.3%

280.0

Influenza and Pneumonia

608

4.0%

177.0

15,389

100.0%

4478.8

Total for residents 65+ yrsª

Totals include deaths from all causes, including but not limited to those listed above.
These are age-specific rates per 100,000 residents 65 and older.
a

Heart disease is the leading cause of
death among residents 65 years of age
and older, accounting for 28.4% of all
deaths. Cancer ranks a close second,
accounting for 22.9% of deaths in this
age group, followed by stroke, chronic
lower respiratory disease, and influenza
and pneumonia. As expected, older
residents have the highest death rate
from all causes (4,478.8 per 100,000) in
the county.

55-64 years
Between 2002-2004, there were 2,215
deaths among Contra Costa residents
55-64 years of age. This means that
approximately 738 county residents in
this age group die each year.
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Residents 55-64 years old account
for 10.7% of all deaths among county
residents.

Leading causes of death for residents 55-64 years
Table 2. Contra Costa County 2002-2004

Deaths

Percent

Rate

Cancer

874

39.5%

276.5

Heart Disease

475

21.4%

150.3

Stroke

103

4.7%

32.6

Chronic Lower
Respiratory Disease

86

3.9%

27.2

Diabetes

83

3.7%

26.3

2,215

100.0%

700.7

Total for residents 55-64 yrsª

Totals include deaths from all causes, including but not limited to those listed above.
These are age-specific rates per 100,000 residents 55-64 years old.
a

Cancer is the leading cause of death
among residents ages 55-64 years
old, accounting for more than a third
(39.5%) of all deaths. Heart disease is
the second leading cause of death in this
age group, accounting for 21.4% of all
deaths, followed by stroke, chronic lower
respiratory disease, and diabetes.
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45-54 years
Between 2002-2004, there were 1,516
deaths among Contra Costa residents
45-54 years of age. This means that
approximately 505 county residents in
this age group die each year.
Residents 45-54 years of age account
for 7.3% of all deaths among county
residents.
Leading causes of death for residents 45-54 years
Table 3. Contra Costa County 2002-2004
		

Deaths

Percent

Rate

Cancer

439

29.0%

96.0

Heart Disease

297

19.6%

65.0

Unintentional Injuries

149

9.8%

32.6

Liver Disease

66

4.4%

14.4

Suicide

64

4.2%

14.0

1,516

100.0%

331.6

Total for residents 45-54 yrsª

Totals include deaths from all causes, including but not limited to those listed above.
These are age-specific rates per 100,000 residents 45-54 years old.
a

Cancer is the leading cause of death
among residents ages 45-54 years old,
accounting for almost a third (29.0%) of
all deaths in this age group. Heart disease
is the second leading cause of death,
accounting for 19.6% of all deaths in
this age group, followed by unintentional
injuries, liver disease, and suicide.
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35-44 years
Between 2002-2004, there were 692
deaths among Contra Costa residents
35-44 years of age. This means that
approximately 231 county residents in
this age group die each year.
Residents 35-44 years of age account
for 3.3% of all deaths among county
residents.
Leading causes of death for residents 35-44 years					
Table 4. Contra Costa County 2002-2004
					

Deaths

Percent

Cancer

144

20.8%

30.3		

Unintentional Injuries

126

18.2%

26.5		

Heart Disease

99

14.3%

20.9		

Suicide

57

8.2%

12.0		

Liver Disease

40

5.8%

8.4		

692

100.0%

Total for residents 35-44 yrsª

Rate

145.8

		

Totals include deaths from all causes, including but not limited to those listed above.					
These are age-specific rates per 100,000 residents 35-44 years old.
				
a

Cancer is the leading cause of death
among residents ages 35-44 years old,
accounting for 20.8% of all deaths in this
age group. Unintentional injuries rank
a close second, representing 18.2% of
deaths for this group, followed by heart
disease, suicide, and liver disease.
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25-34 years
Between 2002-2004, there were 361
deaths among Contra Costa residents
25-34 years of age. This means that
approximately 120 county residents in
this age group die each year.
Leading causes of death for residents 25-34 years
Table 5. Contra Costa County 2002-2004

Deaths

Percent

Rate

Unintentional Injuries

89

24.7%

24.0

Homicide

68

18.8%

18.3

Suicide

50

13.9%

13.5

Cancer

38

10.5%

10.2

Heart Disease

28

7.8%

7.5

361

100.0%

97.1

Total for residents 25-34 yrsª

Totals include deaths from all causes, including but not limited to those listed above.
These are age-specific rates per 100,000 residents 25-34 years old.
a

Residents 25-34 years of age account
for 1.7% of all deaths among county
residents.
Unintentional injuries are the leading
cause of death among residents ages
25-34 years old, accounting for almost
one quarter (24.7%) of all deaths in this
age group. Homicide and suicide are
the second and third leading causes of
death for this age group, accounting for
18.8% and 13.9% of deaths respectively,
followed by cancer and heart disease.
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15-24 years

Editor’s note: This section
includes age-specific rates
for specific age groups (e.g.,
1-14 year olds, etc.) These
rates should not be compared
to age-adjusted rates in this
report or others.

Between 2002-2004, there were 283
deaths among Contra Costa residents
15-24 years of age. This means that
approximately 94 county residents in
this age group die each year.
Residents 15-24 years of age account
for 1.4% of all deaths among county
residents.
Unintentional injuries are the leading
cause of death among residents ages 1524 years old, accounting for 39.2% of all
deaths in this age group. Homicide ranks
a close second, accounting for 32.2% of
all deaths in this age group, followed by
suicide, cancer, and heart disease.

Leading causes of death for residents 15-24 years
Table 6. Contra Costa County 2002-2004
		

Deaths

Percent

39.2%

27.2

Homicide

91

32.2%

22.3

Suicide

27

9.5%

6.6

Cancer

15

5.3%

3.7

6

2.1%

1.5

283

100.0%

69.5

Unintentional Injuries

Heart Disease
Total for residents 15-24 yrsª

111

Rate

Totals include deaths from all causes, including but not limited to those listed above.
These are age-specific rates per 100,000 residents 15-24 years old
a
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1-14 years
Between 2002-2004, there were 96
deaths among Contra Costa residents
1-14 years of age. This means that 32
county residents in this age group die
each year.
Residents 1-14 years of age account
for 0.5% of all deaths among county
residents.
Leading causes of death for residents 1-14 years
Table 7. Contra Costa County 2002-2004
		

Deaths

Percent

Rate

Unintentional Injuries

25

26.0%

4.2

Cancer

18

18.8%

3.0

Homicide

10

10.4%

1.7

Congenital Anomalies

6

6.3%

1.0

Chronic Low Respiratory Disease

5

5.2%

0.8

96

100.0%

16.1

Total for residents 1-14 yrsª

Totals include deaths from all causes, including but not limited to those listed above.
These are age-specific rates per 100,000 residents 1-14 years old.
a

Unintentional injuries are the leading
cause of death among residents ages 114 years old, accounting for 26.0% of
all deaths in this age group. Cancer
and homicide are the second and third
leading causes of death, accounting for
18.8% and 10.4% of deaths respectively,
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followed by congenital anomalies, and
chronic lower respiratory disease.

<1 year old
Between 2002-2004, there were 154
deaths among Contra Costa residents
under the age of 1 year old. This means
that 51 Contra Costa infants in this age
group die each year.
Residents under the age of 1 year old
account for 0.7% of all deaths among
county residents.
Leading causes of death for residents <1 year
Table 8. Contra Costa County 2002-2004
Deaths

Percent

Rate

Congenital Anomalies

30

19.5%

76.5

Short Gestation

18

11.7%

45.9

SIDS

15

9.7%

38.3

Respiratory Distress

8

5.2%

20.4

Intrauterine Hypoxia

8

5.2%

20.4

154

100.0%

392.7

Total for residents <1 yrª

Totals include deaths from all causes, including but not limited to those listed above.
These are age-specific rates per 100,000 residents younger than 1 year old.
a

Congenital anomalies are the leading
cause of death among infants in Contra
Costa, accounting for 19.5% of all deaths
among residents under the age of one
year old. Short gestation and Sudden
Infant Death Syndrome (SIDS) are the
second and third leading causes of death
for this age group, representing 11.7% and

9.7% of deaths respectively. Respiratory
distress and intrauterine hypoxia are tied
as the fourth leading causes of death for
Contra Costa’s youngest residents.
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Data Sources: Leading Causes of Death, by Age
Tables:
Tables 1-8: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data
have been reached by CHAPE and are not from the CDHS.
These tables include total deaths and age-adjusted average
annual death rates for 2002 through 2004. In this section,
the numbers of deaths due to unintentional injuries and
homicides include late effects. A late effect is the residual
effect (condition produced) after the acute phase of an
illness or injury has terminated. The late effect can occur at
any time. For instance, it may be apparent early, such as in
cerebrovascular accident cases, or a late effect could be from
an injury that occurred during the previous year- such as
wound infection from a deep cut last year.
(Note: The data and conclusions in this section related to
unintentional injuries, homicides and suicides do not match
those in the Injury section of this report because the data in
the Injury section do not include late effects.)
Chronic lower respiratory disease includes bronchitis,
emphysema, asthma and other chronic lower respiratory
diseases.
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
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Leading Causes of Death, by
Race and Ethnicity

Heart disease, cancer and stroke are
among the three the leading causes of
death for the largest race/ethnic groups
in the county. Other leading causes of
death vary by race/ethnicity, including:
unintentional injuries (for African
Americans, Latinos, and Asians); diabetes
(for Latinos and Asians); homicide (for
African Americans) and chronic lower
respiratory disease, influenza and
pneumonia (for Whites).

• Heart disease, cancer
and stroke are among the
three leading causes of
death for all racial/ethnic
groups.

Local Findings

The majority of deaths in the county
are among Whites (75.3%), followed by
African Americans (10.9%), Latinos (6.8%)
and Asians (6.2%).

• African Americans have
higher death rates from
all causes, heart disease,
cancer, stroke, homicide,
and unintentional injuries.
• African Americans are five
times more likely to die
from homicide compared
to county residents
overall.

Leading Causes of Death Among Whites
Table 1. Contra Costa County 2002-2004
		

Deaths

Percent

Rate

Heart disease

4,056

26.0%

182.3

Cancer

3,852

24.7%

177.1

Stroke

1,269

8.1%

56.6

Chronic lower respiratory disease

924

5.9%

42.6

Influenza and pneumonia

563

3.6%

25.0

Total for white residentsª

15,584

100.0%

715.5

Totals include deaths from all causes, including but not limited to those listed above.
These are age-adjusted rates per 100,000 White residents.
a
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Whites
Between 2002-2004, there were 15,584
deaths among Whites in Contra Costa.
This means that approximately 5,195
White residents die each year.
Among Whites in Contra Costa, the ageadjusted death rate from all causes (715.5
per 100,000) is similar to Contra Costa
residents overall (703.2 per 100,000).
Compared to other race/ethnic groups,
the death rate from all causes among
Whites is lower than African Americans
(1119.8 per 100,000) and higher than
Latinos (534.7 per 100,000) and Asians
(453.4 per 100,000).
Heart disease is the leading cause of death
among Whites in the county, accounting
for more than one quarter (26.0%) of
all deaths in this group. Cancer ranks
a close second, representing 24.7% of
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deaths among White residents, followed
by stroke, chronic lower respiratory
disease, and influenza and pneumonia.

African Americans
Between 2002-2004, there were 2,247
deaths among African Americans
in Contra Costa. This means that
approximately 749 African American
residents die each year.
African American residents are more
likely to die from all causes than county
residents overall. The age-adjusted
death rate from all causes is 59% higher
among African Americans (1119.8 per
100,000) than the county overall (703.2
per 100,000).
African American residents also have a
higher age-adjusted death rate from all
causes compared to other race/ethnic

Leading Causes of Death Among African Americans
Table 2. Contra Costa County 2002-2004
		

Deaths

Percent

Rate

Heart disease

581

25.9%

*305.5

Cancer

481

21.4%

*239.4

Stroke

155

6.9%

*85.0

Homicide

131

5.8%

*49.9

Unintentional injuries

104

4.6%

*40.5

2,247

100.0%

*1119.8

Total for African
American residentsª

Totals include deaths from all causes, including but not limited to those listed above.
These are age-adjusted rates per 100,000 African American residents.
*Significantly higher rate compared to the county overall.
a

groups in the county: Whites (715.5 per
100,000), Latinos (534.7 per 100,000) and
Asians (453.4 per 100,000).
Heart disease is the leading cause of death
among African Americans in the county,
accounting for 25.9% of all deaths in
this group. Cancer ranks a close second,
representing 21.4% of deaths among
African American residents, followed
by stroke, homicide, and unintentional
injuries.

African Americans are more likely to die
from each of these leading causes – heart
disease, cancer, stroke, homicide, and
unintentional injuries -- than county
residents overall. The most striking
disparity in these death rates is related
to homicide. African Americans are five
times more likely to die from homicide
compared to the county overall. The

Editor’s note:
The homicide, unintentional injuries, and suicide rates shown here differ
slightly from those in the Injury section of this report. See table notes
for further explanation.
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Latinos
Between 2002-2004, there were 1,412
deaths among Latinos in Contra Costa.
This means that approximately 471 Latino
residents die each year.
Leading Causes of Death Among Latinos
Table 3. Contra Costa County 2002-2004
		

Deaths

Percent

Rate

Cancer

334

23.7%

**129.3

Heart Disease

290

20.5%

**131.7

Stroke

105

7.4%

48.5

Unintentional injuries

99

7.0%

21.6

Diabetes

61

4.3%

26.0

1,412

100.0%

**534.7

Total for Latino residentsª

Totals include deaths from all causes, including but not limited to those listed above.
These are age-adjusted rates per 100,000 Latino residents.
** Significantly lower rate compared to the county overall.
a

Latinos in Contra Costa have a lower
age-adjusted death rate from all causes
(534.7 per 100,000) than county residents
overall (703.2 per 100,000). Compared
to other race/ethnic groups, death
rates from all causes among Latinos are
lower than African Americans (1119.8 per
100,000) and Whites (715.5 per 100,000)
and higher than Asians (453.4 per
100,000).
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Cancer is the leading cause of death
among Latinos in the county, accounting
for almost one quarter (23.7%) of all
deaths in this group. Heart disease ranks
a close second, representing 20.5% of all
deaths among Latino residents, followed
by stroke, unintentional injuries, and
diabetes.
Among these leading causes, Latino
residents have lower age-adjusted death
rates from cancer and heart disease than
county residents overall.

Leading Causes of Death Among Asians		
Table 4. Contra Costa County 2002-2004
		

Deaths

Percent

Rate

Cancer

352

27.3%

**113.8

Heart Disease

318

24.7%

**116.8

Stroke

138

10.7%

51.8

Diabetes

53

4.1%

19.1

Unintentional injuries

48

3.7%

**15.0

1,290

100.0%

**453.4

Total for Asian residentsª

Totals include deaths from all causes, including but not limited to those listed above.
These are age-adjusted rates per 100,000 Asian residents.
** Significantly lower rate compared to the county overall.
a

Asians
Between 2002-2004, 1,290 Asians in
Contra Costa died from all causes. This
means that there are approximately 430
deaths each year among Asian residents.
Asians in Contra Costa have lower ageadjusted death rates from all causes
(453.4 per 100,000) than county residents
overall (703.2 per 100,000). Compared to
other race/ethnic groups, age-adjusted
deaths rates from all causes among Asians
are lower than African Americans (1119.8
per 100,000), Whites (715.5 per 100,000),
and Latinos (534.7 per 100,000).

Cancer is the leading cause of death
among Asians in the county, representing
more than one-quarter (27.3%) of all
deaths in this group. Heart disease ranks
a close second, accounting for 24.7% of
deaths among Asian residents, followed
by stroke, diabetes, and unintentional
injuries.
Among these leading causes, Asian
residents have lower age-adjusted death
rates from cancer, heart disease and
unintentional injuries than Contra Costa
residents as a whole.

69

Data Sources: Leading Causes of Death,
by Race/ethnicity
Tables:
Tables 1-4: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. These
tables include total deaths and age-adjusted average annual
death rates for 2002 through 2004. Data for the following
race/ethnicity groups was excluded from this section due
to small numbers: American Indian/Alaska Native, Native
Hawaiian/Pacific Islanders, Two or More Races, and Other. Due
to unstable estimates, death rates could not be calculated for
these groups. A late effect is the residual effect (condition
produced) after the acute phase of an illness or injury has
terminated. The late effect can occur at any time. For instance,
it may be apparent early, such as in cerebrovascular accident
cases, or a late effect could be from an injury that occurred
during the previous year- such as wound infection from a deep
cut last year.
Chronic lower respiratory disease includes bronchitis,
emphysema, asthma and other chronic lower respiratory
diseases.
In this section, the numbers of deaths due to unintentional
injuries and homicides include late effects. (Note: The data
and conclusions in this section related to unintentional injuries
and homicides do not match those in the Injury section of this
report because the data in the Injury section do not include
late effects and are not age-adjusted.)
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
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Leading Causes of Death,
by Gender

The age-adjusted death rate from all
causes is 29% higher among men (806.7
per 100,000) than women (623.0 per
100,000) in the county.
Heart disease, cancer and stroke are
among the three leading causes of death
for both men and women. Other leading
causes of death that differ by gender
are unintentional injuries (for men) and
Alzheimer’s disease (for women).
Leading Causes of Death in Men

Table 1. Contra Costa County 2002-2004

• Heart disease, cancer
and stroke are among
the top three causes of
death for both men and
women.
• Men have higher death
rates than women for
heart disease, cancer
and unintentional
injuries.
• Women have higher
death rates than men
from Alzheimer’s disease.
Editor’s note:
The unintentional injury rate here
differs slightly from others in the
report. See this section’s table
notes for further explanation.

Deaths

Percent

Rate

Heart disease

2,605

26.5%

*219.0

Cancer

2,352

23.9%

*189.0

Stroke

669

6.8%

58.6

Unintentional injuries

517

5.3%

*36.8

Chronic Lower Respiratory Disease

458

4.7%

39.7

9,841

100.0%

*806.7

Contra Costa Menª

Local Findings

Between 2002-2004, there were more
deaths among women (10,865) than men
(9,841) in Contra Costa. This means that
approximately 3,622 women and 3,280
men in the county die each year.

ªTotal includes deaths from all causes, including but not limited to those listed above.
These are age-adjusted rates per 100,000 men.
*Significantly higher rate compared to women.
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The three leading causes of death among
Contra Costa men -- heart disease,
cancer and stroke -- account for 57.2%
of male deaths. The fourth and fifth
leading causes of death among men in
the county are unintentional injuries and
chronic lower respiratory disease.
Among these leading causes of death, men
in the county are more likely to die of
heart disease, cancer and unintentional
injuries than women. The age-adjusted
death rates among men from heart disease
(219.0 per 100,000), cancer (189.0 per
100,000) and unintentional injuries (36.8
per 100,000) are higher than women’s
death rates from these causes.

Leading Causes of Death in Women
Table 2. Contra Costa County 2002-2004

Deaths

Percent

Rate

Cancer	2,706	24.9%
Heart Disease	2,675	24.6%
Stroke
1,014	
9.3%
Chronic lower respiratory disease
625
5.8%
Alzheimer’s Disease	421
3.9%
Contra Costa Womenª
10,865
100.0%

**160.0
**149.7
56.5
36.4
*22.8
**623.0

ªTotal includes deaths from all causes, including but not limited to those listed above.
These are age-adjusted rates per 100,000 women.
*Significantly higher rate compared to men.
**Significantly lower rate compared to men.
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The three leading causes of death among
Contra Costa women -- cancer, heart
disease and stroke -- account for 58.9%
of female deaths. The fourth and fifth
leading causes of death among women in
the county are chronic lower respiratory
disease and Alzheimer’s disease.
Among these leading causes of death,
women in Contra Costa are more likely
to die from Alzheimer’s disease than
men. The age-adjusted death rate from
Alzheimer’s disease is higher among
women (22.8 per 100,000) than men in
the county (18.0 per 100,000).

Sources: Leading Causes of Death for Contra Costa,
by Gender

Tables:
Tables 1-2: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data
have been reached by CHAPE and are not from the CDHS.
These tables include total deaths and age-adjusted average
annual death rates for 2002 through 2004. In this section,
the number of deaths due to unintentional injuries includes
late effects. A late effect is the residual effect (condition
produced) after the acute phase of an illness or injury has
terminated. The late effect can occur at any time. For instance,
it may be apparent early, such as in cerebrovascular accident
cases, or a late effect could be from an injury that occurred
during the previous year- such as wound infection from a deep
cut last year.

Injury section of this report because the data in the Injury
section do not include late effects and are not age-adjusted.)
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm

Chronic lower respiratory disease includes bronchitis,
emphysema, asthma and other chronic lower respiratory
diseases (Note: The data and conclusions in this section
related to unintentional injuries do not match those in the

73

74

family, maternal &
child health
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Overview of Local Births
Between 2002 and 2004 there were
39,804 births to women residing in Contra
Costa. This is an average of 13,268 births
per year.

Latina women have the highest crude
birth rate (20.8 per 1,000 residents) of
any race/ethnic group, which is higher
than the county overall (13.2 per 1,000
residents). Asian/Pacific Islanders also
have a higher birth rate (14.3 per 1,000
residents) compared to the county overall
and to African Americans and Whites.
White women have the greatest number
of births, but the lowest birth rate (9.3
per 1,000) – lower than the county and
any other race/ethnic group.
Concord, Richmond and Antioch – the
county’s three largest cities – have the
largest number of births -- Concord
(5,291) Richmond (5,013) and Antioch
(4,667).

• The majority of births are
to non-White mothers.
• Residents of San Pablo
have the highest birth
rate.
• On average, there are
13,268 live births each
year.
• The number of births to
residents did not change
significantly between
2002-2004.

Local Findings

White women in the county have the
largest number (15,796) and percentage
(39.7%) of all births, followed by Latinas
(12,469, 31.3%), Asian/Pacific Islanders
(5,196, 13.1%), African Americans (3,498,
8.8%) and Others (2,845, 7.1%). The vast
majority of births to residents (60.3%)
are to non-White mothers.

• Latinas have the highest
birth rate.

San Pablo residents have the highest
crude birth rate (25.3 per 1,000 residents)
– higher than the county overall and
higher than any of selected cities. Several
additional cities have higher birth rates
than the county rate overall: Bay Point/
Pittsburg (17.6 per 1,000 residents),
Brentwood (17.4 per 1,000 residents),
Richmond (16.4 per 1,000 residents),
Antioch (15.5 per 1,000 residents), Oakley
(15.2 per 1,000 residents), and Concord
(14.1 per 1,000 residents). Walnut Creek
(11.3 per 1,000 residents) and Pinole (9.8
per 1,000 residents) have lower birth
rates than the county overall.
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Select Characteristics of Live Births in Contra Costa, 2002-2004
				
# of
Live Births
		

Birth Rate by Year

% of
Total Live
Births

			
Crude 		
Birth
Rate

2002
2003
2004
Total

13,315
13,210
13,279
39,804

na
na
na
na

13.5
13.2
13.1
13.2

White
Latina
Asian/PI
African American
Other

15,796
12,469
5,196
3,498
2,845

39.7%
31.3%
13.1%
8.8%
7.1%

**9.3
*20.8
*14.3
13.2

Concord
Richmond
Antioch
Bay Point&Pittsburg
San Pablo
Walnut Creek
Brentwood
Martinez
Oakley
Pinole

5,291
5,013
4,667
4,467
2,350
2,249
1,890
1,470
1,249
579

13.3%
12.6%
11.7%
11.2%
5.9%
5.7%
4.7%
3.7%
3.1%
1.5%

*14.1
*16.4
*15.5
*17.6
*25.3
**11.3
*17.4
13.3
*15.2
**9.8

14 and younger
15-19 years
20-34 years
35 years and older

Mother >= 12 yrs
education (2002-2004)		

34
2,510
28,462
8,798

0.1%
6.3%
71.5%
22.1%

0.1
**11.5
*50.7
**5.5

16,184

40.7%

na

Medi-Cal Delivery
(2002-2004)		

9,669

24.3%

na

Race/Ethnicity of Mother
(2002-2004)

Selected Cities
(2002-2004)

Age of Mother (Years)
(2002-2004)

These are crude rates per 1,000 residents.				
*Significanlty higher rate than county rate overall.				
**Significanlty lower rate.				

In Contra Costa, women 20-34 years have
the greatest number of births (28,462)
and the highest birth rate (50.7 per 1,000
residents) compared to other age groups.
Less than 7% of births are to teens 1519 years, while 22.1% of births are to
residents 35 years and older.
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Forty-one percent (40.7%) of women who
give birth in the county have 12 years or
more of education, and nearly a quarter
of women who give birth (24.3%) are
covered by Medi-Cal.

Data Sources: Characteristics of Live Births

Tables
Table 1: Birth data from the California Department of Health
Services (CDHS), Birth Statistical Master Files, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. These
tables include total live births to women who are residents
of Contra Costa and average crude birth rates for 2002
through 2004. Data was not available for all Contra Costa
communities.
Crude birth rate = number of births for a particular group of
interest divided by the total population for that particular
group multiplied by 1,000
Percent of Total Live Births = number of births in a particular
group divided by the number of total live births for 20022004 multiplied by 100
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the E-4
file to approximate the mid-year population estimates that are
needed to calculate city-level rates. For more information, see
our section on statistical methods.
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Low Birth Weight Infants

African American mothers are almost twice as likely to have
babies who are underweight.

Infants weighing less
than 2,500 grams
(5 lbs 8 oz) are
considered low birth
weight.

• African Americans have
the highest rate of low
birth weight infants.
• Residents of San Pablo
are most likely to have
low birth weight infants.

Local Findings

From 2002 to 2004, there was an
average of 13,268 live births per year
in the county; of these, 6.5% (2,604)
were low birth weight. This means that
approximately 868 low birth weight
babies are born to residents of Contra
Costa each year. Contra Costa’s low birth
weight percentage (6.5%) is virtually the
same as California’s (6.6%).

• On average, 868 low birth
weight babies are born
each year.
• Contra Costa’s
percentage of low birth
weight babies (6.5%) does
not meet the Healthy
People 2010 objective
(5.0%).
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Low Birth Weight by Race/Ethnicity			
Table 1. Contra Costa County 2002-2004
			

Cases

Percent

Rate

White

954

36.6%

6.0

Latino

639

24.5%

**5.1

Asian/Pacific Islander

416

16.0%

*8.0

African American

413

15.9%

*11.8

2,604

100.0%

6.5

Contra Costaª

These are unadjusted crude rates per 100 live births.
ª Some race/ethnic groups not shown.			
* Significantly higher rate compared to county.			
** Significantly lower rate.			

In Contra Costa, the greatest numbers of
low birth weight infants are White (954),
followed by Latino (639).
Even though African American women
have a fewer low birth weight infants,
African American women have the highest
rate of low birth weight infants (11.8 per
100 live births) – higher compared to the
county overall (6.5 per 100 live births),
and any other race/ethnicity group. The
low birth weight rate for Asian/Pacific
Islanders is also higher (8.0 per 100 live
births) compared to the rates for the
county overall, Whites and Latinos. The
rate of low birth weight is lowest among
Hispanic/Latinos (5.1 per 100 live births).
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Low Birth Weight Births by Selected Communities			
Table 2. Contra Costa County 2002-2004
			

Cases

Percent

Rate

Richmond

368

14.1%

7.3

Bay Point/Pittsburg

323

12.4%

7.2

Concord

300

11.5%

5.7

Antioch

296

11.4%

6.3

San Pablo

185

7.1%

*7.9

Walnut Creek

113

4.3%

**5.0

Martinez

111

4.3%

7.6

Brentwood

94

3.6%

5.0

Oakley

78

3.0%

6.2

Pinole

35

1.3%

6.0

2,604

100.0%

6.5

Contra Costaª

These are unadjusted crude rates per 100 live births.			
ª Some cities not shown.			
* Significantly higher rate compared to county.			
** Significantly lower rate.			

Communities with the greatest numbers of
low birth weight infants include Richmond
(368), Pittsburg/Bay Point (323), Concord
(300) and Antioch (296).
San Pablo has a rate of low birth weight
(7.9 per 100 live births) that is higher than
the county rate overall (6.5 per 100 live
births). Walnut Creek’s low birth weight
rate (5.0 per 100 live births) is lower than
the county rate overall.

The number of low birth weight infants
is highest among African Americans in
Richmond (171), representing 41.4% of the
county’s 413 African American low birth
weight infants.
Among African American mothers,
Richmond has the greatest number of low
birth weight infants (171), followed by Bay
Point/Pittsburg (69), Antioch (46) and
San Pablo (42).
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The low birth weight rate for African
Americans in these four cities -- Richmond
(12.8 per 100 live births), Bay Point/
Pittsburg (12.8 per 100 live births), San
Pablo (12.2 per 100 live births) and Antioch
(9.5 per 100 live births) -- is higher than
the rate for the county overall (6.5 per
100 live births):
The rate of low birth rate among Asian/
Pacific Islanders is highest in Martinez
(17.6 per 100 live births) – higher than
the county overall and any other race/
ethnicity group in Martinez. The greatest
numbers of low birth weight births to
Asian/Pacific Islanders occur in Concord
(48) and Antioch (40).
Among White mothers, the greatest
number of low birth weight births occurs
in Concord (113), followed by Antioch
(94) and Martinez (67). White mothers
in Walnut Creek (4.7 per 100,000 live
births) and Brentwood (4.2 per 100 live
births) have lower low birth weight rates
compared to the county overall (6.5
per live births). San Pablo (9.8 per 100
live births) and Richmond (8.1 per live
births) have the highest rates for White
mothers, although neither of these rates
is statistically higher than the county’s
overall rate.
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The greatest numbers of low birth weight
births among Latinas are in Bay Point/
Pittsburg (132), Concord (102), Richmond
(102) and San Pablo (92). Even though these
numbers are high, Latinas in Concord,
Antioch (both 4.9 per 100 live births) and
Richmond (4.3 per 100 live births) have
lower rates of low birth weight compared
to the county overall. The highest low
birth weight birth rate for Latinas is in
San Pablo (6.5 per 100 live births), which
is the same as the county rate overall.
A healthy weight provides the baby’s body
with the strength it needs for survival.
Low birth weight infants are at high
risk of illness, death and lasting health
problems. For example, low birth weight
babies need more intensive hospital care
for problems such as respiratory illness
or immaturity, often associated with
infant death. 1,2

Babies are more likely to be underweight
if the mother:
 has high blood pressure or
experiences lots of stress
 is older or very young
 had a short time period between
pregnancies, or if the baby is born
too early
 is pregnant with twins or triplets,
or she has had small infants before
 has not gained enough weight or
was underweight before she became
pregnant,
 smokes or uses other substances
that inhibit the baby’s growth

Tables
Tables 1, 2: Birth data from the California Department of
Health Services (CDHS), Birth Statistical Master Files, 20022004. Any analyses, interpretations or conclusions of the
data have been reached by CHAPE and are not from the CDHS.
Data for the following race/ethnicity groups was excluded
due to small numbers: American Indian/Alaska Native, Native
Hawaiians, Two or More Races, and Other. Data was not
available for all Contra Costa cities. These tables include total
low birth weight births to women who are residents of Contra
Costa and average crude low birth weight rates for 2002
through 2004.
Crude low birth weight rate = number of infants weighing
less than 2,500g divided by the total number of live births
multiplied by 100.
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the E-4
file to approximate the mid-year population estimates that are
needed to calculate city-level rates. For more information, see
our section on statistical methods.

Data Sources: Low Birth Weight Infants
Text
1. Family, Maternal and Child Health Programs, Contra Costa
Health Services (2003). Maternal, Child and Adolescent Health
in Contra Costa County 1991-1999. Available online at http://
cchealth.org/groups/fmch/pdf/mcah_data_report.pdf

2. Centers for Disease Control and Prevention (2001). Surgeon
General’s Report—Women and Smoking
Tobacco Use and Reproductive Outcomes. Retrieved May 23,
2007 at: http://www.cdc.gov/tobacco/data_statistics/sgr/
sgr_2001/highlight_outcomes.htm
For more information, see publications available at Contra
Costa Health Services’ Family, Maternal & Child Health (FMCH)
Programs website at http://www.cchealth.org/groups/fmch/
publications.php
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Births to Teens

Latina and African American girls are more likely to have babies
compared to other race/ethnic groups.

• In 2002-2004, there
were 2,510 births to
teens – 837 per year.
• More than half of
those births (1,334)
were to Latinas.

Editor’s note: This section presents
data for births to teen girls 15-19
years old in Contra Costa. All
rates presented are crude teen
birth rates per 1,000 teen girls 1519 years old for the particular group,
city or county overall.

Local Findings

Between 2002 and 2004, there were
2,510 births to teen girls age 15-19 years
residing in Contra Costa. This means
that there are approximately 837 births
to teens per year in the county. Contra
Costa’s teen birth rate (23.8 per 1,000
teens) is lower than that of California
(39.6 per 1,000 teens).

Teen Births by Race/Ethnicity			
Table 1. Contra Costa County 2002-2004
			

Cases

Percent

Rate

1334

53.1%

*54.1

African American

452

18.0%

*38.8

White

421

16.8%

**8.0

Asian/Pacific Islander

110

4.4%

**8.4

2510

100.0%

23.8

Latina

Contra Costa

* Significantly higher rate compared to county.			
** Significantly lower rate compared to county.			
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Latina teens have both the highest
percentage (53.1%) and highest rate of
teen births (54.1 per 1,000 teens) – higher
than county teens overall (23.8 per 1,000
teens) and teens of any other race/
ethnicity group. African American teen
births represent almost a fifth (18.0%)
of the county’s teen births and have the

next highest teen birth rate (38.8 per
1,000), which is higher compared to the
rates of county teens overall and White
and Asian/Pacific Islander teens. Both
White and Asian/Pacific Islander teens
have lower teen birth rates than county
teens overall.

Teen Births by Selected Communities			
Table 2. Contra Costa County 2002-2004
			

Cases

Percent

Rate

Richmond

567

22.6%

*57.6

Bay Point/Pittsburg

456

18.2%

*56.8

Antioch

371

14.8%

*31.9

Concord

336

13.4%

*28.2

San Pablo

267

10.6%

*75.3

Oakley

99

3.9%

*32.8

Brentwood

86

3.4%

24.8

Martinez

58

2.3%

**16.6

Pinole

31

1.2%

**15.1

Walnut Creek

29

1.2%

**6.8

Contra Costa

2510

100.0%

23.8

* Significantly higher rate compared to county.			
** Significantly lower rate compared to county.			
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Four communities in Contra Costa
had over 300 births to teens between
2002 and 2004: Richmond (567), Bay
Point/Pittsburg (456), Antioch (371) and
Concord (336).
Six communities have significantly higher
teen birth rates than county teens
overall: San Pablo (75.3 per 1,000 teens),
Richmond (57.6 per 1,000 teens), Bay
Point/Pittsburg (56.8 per 1,000 teens),
Oakley (32.8 per 1,000 teens) and Antioch
(31.9 per 1.000 teens). Martinez (16.6 per
1,000 teens), Pinole (15.1 per 1,000 teens)
and Walnut Creek (6.8 per 1,000 teens)
have rates of teen births that are lower
than the county rate overall.
Teen births have been associated with a
variety of factors including low income,
low maternal education, race/ethnicity,
lack of effective family planning practices,
lack of education or counseling regarding
family planning, previous teen pregnancy
and initiation of sexual activity at a
young age. As teenagers become parents,
it is more difficult for them to achieve
educational goals, find sustainable
and productive work, and become selfsufficient.1 In addition, infants born to
teens are more likely to be born low birth
weight and suffer from related health
problems.2,3

Data Sources: Births to Teens

Text
1. National Campaign to Prevent Teen Pregnancy (1997).
Whatever Happened to Childhood? The Problem of Teen
Pregnancy in the United States.
2. Maynard R. A., The Robin Hood Foundation. (1997). Kids
Having kids: The Costs of Adolescent Childbearing. Available
online at: http://www.urban.org/pubs/khk/contents.html.
Summary available at the National Network for Child Care
website at http://www.nncc.org/Release/kidswkids.html
3. Wolfe B., Perozek M., Maynard R. A., The Robin Hood
Foundation?. (1997). Kids Having Kids: Teen Children’s Health
and Health Care Use. Available online at: http://www.urban.
org/pubs/khk/contents.html
Tables
Tables 1, 2: Birth data from the California Department of
Health Services (CDHS), Birth Statistical Master Files, 20022004. Any analyses, interpretations or conclusions of the
data have been reached by CHAPE and are not from the
CDHS. Data for the following race/ethnicity groups was
excluded due to small numbers: American Indian/Alaska Native,
Native Hawaiians, Two or More Races, and Other. Data was
not available for all Contra Costa cities. These tables include
births to teen girls age 15-19 years who are residents of
Contra Costa and average crude teen birth rates for 2002
through 2004.
Crude teen birth rate = number of infants born to teen girls
15-19 years old divided by the total population of teen girls
15-19 years for the particular group, city or county multiplied
by 1,000.
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the E-4
file to approximate the mid-year city-level population.
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Fetal and Infant Death

Fetal and infant death is most likely to occur among
African-American mothers.
Fetal Death

Fetal death means
death prior to
birth irrespective
of the duration of
pregnancy.1

• On average, there are 70
fetal deaths per year, and
51 infant deaths per year.
• Contra Costa’s fetal
mortality rate (5.2 per 1,000
live births and fetal deaths)
does not meet the Healthy
People 2010 objective (4.1
per 1,000 live births and
fetal deaths)
• Contra Costa’s infant
mortality rate (3.9 per
1,000 live births) meets
the Healthy People 2010
objective (4.5 per 1,000 live
births).

Local Findings

Between 2002 and 2004 there were 210
fetal deaths in Contra Costa – an average
of 70 per year. The fetal mortality rate
for the county is 5.2 per 1,000 live births
and fetal deaths. The county rate is
similar to that of California for 2004 (5.3
per 1,000 live births and fetal deaths).

Fetal Deaths by Race/Ethnicity				
Table 1. Contra Costa County 2002-2004
				

Deaths

Percent

Total Births

Rate

White

77

36.7%

15,873

4.9

Latino

64

30.5%

12,533

5.1

African American

40

19.0%

3,538

*11.3

Asian/Pacific Islander

27

12.9%

5,223

5.2

210

100.0%

40,014

5.2

Contra Costa
* Significantly higher rate than the county.
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In Contra Costa, the greatest number
of fetal deaths occurs among White
residents (77), followed by Latinos (64),
African Americans (40) and Asian/Pacific
Islanders (27).
Although African Americans have a lower
number of fetal deaths, African Americans
have the highest rate of fetal deaths (11.3
per 1,000 live births and fetal deaths).
This rate is more than twice the county
rate overall (5.2 per 1,000 live births and
fetal deaths) and higher than any race/
ethnic group. The fetal mortality rates
for Whites, Latinos, and Asian/Pacific
Islanders are similar to the county rate
overall.
Between 1993 and 2003, the fetal morality
rate in Contra Costa fluctuated between
4.3 and 7.1 fetal deaths per 1,000 live
births and fetal deaths.1 Nationwide,
the rate of fetal death has declined
over time, although the high rate among
African American women persists at the
local, state and national level.2
Fetal death has been shown to be
associated with maternal medical
conditions such as amniotic fluid levels and
blood disorders, complications of labor,
and tobacco and alcohol consumption.3
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Fetal mortality is a significant public
health issue that is often overlooked and
understudied. Because infant death rates
only include live births, fetal mortality
rates are important to provide a more
complete picture of perinatal health.

Infant Death
There were 154 infant deaths in
Contra Costa between 2002 and 2004
– an average of 51 per year. The infant
mortality rate for the county is 3.9 per
1,000 live births.
Infant deaths are
deaths to infants
under one year of
age.

In Contra Costa, the greatest number
of infant deaths occurs among Latino
residents (56), followed by White (44),
African American (34) and Asian/Pacific
Islander (14) residents.

Although African Americans have a
lower number of infant deaths, African
Americans have the highest rate of infant
death (9.7 per 1,000 live births). This
rate is more than twice the county rate
overall (3.9 per 1,000 live births) and 3
times higher than that of Whites (2.8 per
1,000 live births). The infant mortality
rates for Whites and Latinos are similar
to the county rate overall.
Infant deaths are divided into to two
groups – those that occur to infants
under 28 days old (neonatal deaths) and
those that occur to infants 28 days to up
to one year old (postneonatal deaths).

Infant Deaths by Race/Ethnicity				
Table 2. Contra Costa County 2002-2004
				

Deaths

Percent

Live Births

Rate

Latino

56

36.4%

12,469

4.5

White

44

28.6%

15,796

2.8

African American

34

22.1%

3,498

*9.7

Asian/Pacific Islander

14

9.1%

5,196

na

154

100.0%

39,804

3.9

Contra Costa

* Significantly higher rate than the county.				
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Neonatal Deaths by Race/Ethnicity				
Table 3. Contra Costa County 2002-2004
				

Deaths

Percent

Live Births

Rate

Latino

42

44.2%

12,469

3.4

White

30

31.6%

15,796

1.9

African American

10

10.5%

3,498

na

8

8.4%

5,196

na

95

100.0%

39,804

2.4

Asian/Pacific Islander
Contra Costa

Of the 154 infant deaths that occurred
in Contra Costa between 2002 and 2004,
95 (61.7%) occurred in the first 27 days
of life (neonatal).
In Contra Costa, 59 infant deaths (38.3%)
occurred between 28 days and one year
of life (postneonatal). African Americans
Postneonatal Deaths by Race/Ethnicity				
Table 4. Contra Costa County 2002-2004
				

Deaths

Percent

Live Births

Rate

African American

24

40.7%

3,498

*6.9

White

14

23.7%

15,796

na

Latino

14

23.7%

12,469

na

6

10.2%

5,196

na

59

100.0%

39,804

1.5

Asian/Pacific Islander
Contra Costa

* Significantly higher than the county rate				
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have a higher postneonatal death rate
(6.9 per 1,000 live births) compared to
the county overall (1.5 per 1,000 live
births).
In Contra Costa, over 75% of the infant
deaths fall into 3 main categories of
cause of infant death:
• Conditions originating in perinatal
period
• Congenital malformations,
deformations and chromosomal
abnormalities
• Sudden Infant Death Syndrome
(SIDS)1
Infant mortality (death) is widely regarded
as a measure of a community’s social
and economic well-being, as well as its
health. It reflects a range of factors such
as medical issues, the ability of health
care systems to respond to the needs
of women and infants, environmental
factors, and social issues such as poverty,
education and culture. Furthermore,
infant mortality indicates something
about women’s lives – their lifestyle and
personal habits, their relationships and
the stress they experience.

cchealth.org/services/infant_mortality/pdf/fimr_report_2005.
pdf
2. Centers for Disease Control and Prevention. (2004). Racial/
Ethnic Trends in Fetal Mortality – United States, 1990-2000.
Morbidity and Mortality Weekly Report, June 25,2004: 53(24),
p.529-532. Available online at http://www.cdc.gov/mmwr/
preview/mmwrhtml/mm5324a4.htm
3. Centers for Disease Control and Prevention, Center for
Health Statistics. (1996). Medical and Life-style Risk Factors
Affecting Fetal Mortality, 1989-90. Vital and Health Statistics,
20(31). Available online at
http://www.cdc.gov/nchs/products/pubs/pubd/series/sr20/
pre-1/sr20_31.htm
Tables
Tables 1-4: Birth data from the California Department of Health
Services (CDHS), Birth Statistical Master Files, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded due to small
numbers: American Indian/Alaska Native, Native Hawaiians, Two
or More Races, and Other.
Table 1: Fetal death data from the California Department of
Health Services (CDHS), Fetal Death Statistical Master Files,
2002-2004. This table includes fetal deaths to women who are
residents of Contra Costa and average crude fetal mortality
rates for 2002 through 2004. Rates were not calculated for
groups with less than 20 deaths due to unstable numbers.
Fetal Mortality rate = fetal deaths occurring at 20 weeks
gestation or more divided by total births plus fetal deaths
multiplied by 1,000. Fetal mortality data does not include
pregnancies that were voluntarily terminated.
Table 2-4: Infant death data (including neonatal and
postneonatal) from the California Department of Health
Services (CDHS), Death Statistical Master Files, 2002-2004.
These tables include infant, neonatal and postneonatal deaths
to women who are residents of Contra Costa and average
crude infant mortality, neonatal mortality and postneonatal
mortality rates for 2002 through 2004. Rates were not
calculated for groups with less than 20 cases due to unstable
numbers.

Fetal and Infant Deaths
Text
1. Family, Maternal and Child Health Programs (2005). Contra
Costa Fetal Infant Mortality Review Program: Findings and
Accomplishments 1998-2004. Available online at http://www.

Infant Mortality rate = deaths of infants under 1 year of age
divided by live births multiplied by 1,000.
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Neonatal Mortality rate = deaths of infants less than 28 days
old divided by live births multiplied by 1,000.
Postneonatal Mortality rate = deaths of infants from 28 days
to up to 1 year old divided by live births multiplied by 1,000.
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
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Early Prenatal Care

Latina and African American women have the lowest rates of
prenatal care in the first trimester.

Prenatal care initiated during the
first three months of pregnancy –
the first trimester – is considered
“early prenatal care” or “early
entry into prenatal care”.

Thus, 11.5% of pregnant women in Contra
Costa do not receive early prenatal care.
This means that these women do not
receive prenatal care at all during their
pregnancy, start prenatal care after the
first trimester, or their care status is
unknown. This county percentage (11.5%)
is lower than that of California (13.0%).

• Contra Costa’s
percentage of women
who begin prenatal care
during the first trimester
(88.5%) does not meet
the Healthy People 2010
objective (90.0%).
• 11.5% of Contra Costa
women residents do not
receive prenatal care in
the first trimester.
• Women residents of Bay
Point/Pittsburg and
Concord have lower rates
of prenatal care in the
first trimester.

Local Findings

Between 2002 and 2004, 88.5% (35,234)
of pregnant women residing in Contra
Costa began prenatal care during their
first trimester of pregnancy. On average,
each year approximately 11,745 women
residing in Contra Costa begin prenatal
care during their first trimester (early
prenatal care).

Women in Early Prenatal Care by Race/Ethnicity			
Table 1. Contra Costa, 2002-2004
			

Cases

Percent

Rate

White

14,758

41.9%

*93.4

Latina

10,200

28.9%

**81.8

Asian/Pacific Islander

4,734

13.4%

91.1

African American

2,925

8.3%

**83.6

35,234

100.0%

88.5

Contra Costaª

* Significantly higher rate than the county			
** Significantly lower rate than the county			
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The highest number of pregnant women
in the county who obtain early prenatal
care are White (14,758), followed by
Latina (10,200), Asian/Pacific Islander
(4,734), and African American (2,925).
African American (83.6 per 100 live
births) and Latina women (81.8 per 100
live births) have lower rates of early

prenatal care compared to White women
(93.4 per 100 live births) and women in
the county overall (88.5 per 100 live
births). White women have the highest
rate of early prenatal care – higher than
county women overall and women of any
other race/ethnic group.

Women in Early Prenatal Care by City			
Table 2. Contra Costa County 2002-2004
			

Cases

Percent

Rate

Richmond

4,419

12.5%

88.2

Concord

4,405

12.5%

**83.3

Antioch

3,990

11.3%

85.5

Bay Point & Pittsburg

3,510

10.0%

**78.6

Walnut Creek

2,123

6.0%

*94.4

San Pablo

2,071

5.9%

88.1

Brentwood

1,701

4.8%

90.0

Martinez

1,330

3.8%

90.5

Oakley

1,083

3.1%

86.7

529

1.5%

91.4

35,234

100.0%

88.5

Pinole
Contra Costa

* Significantly higher rate than the county.			
** Significantly lower rate than the county.			
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The rate of prenatal care varies by
community. Bay Point/Pittsburg (78.6
per 100 live births) and Concord women
(83.8 per 100 live births) have lower rates
of early prenatal care than women in the
county overall (88.5 per 100 live births).
Walnut Creek women have a higher rate
(94.4 per 100 live births) of early prenatal
care than county women overall.
Prenatal care is critical to the
development of a healthy baby. Early and
comprehensive prenatal care improves
the chances of a positive outcome for
both mother and child by identifying
conditions that might complicate the
pregnancy and providing important
information about nutrition, exercise and
preparation for childbirth.

Data Sources: Early Prenatal Care
Tables
Tables 1, 2: Birth data from the California Department of
Health Services (CDHS), Birth Statistical Master Files, 20022004. Any analyses, interpretations or conclusions of the
data have been reached by CHAPE and are not from the
CDHS. Data for the following race/ethnicity groups was
excluded due to small numbers: American Indian/Alaska Native,
Native Hawaiians, Two or More Races, and Other. Data was
not available for all Contra Costa cities. These tables include
total number of women residing in Contra Costa who initiated
prenatal care in the first trimester and average crude early
prenatal rates for 2002 through 2004.

Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.

Early prenatal care rate = number of mothers who began
prenatal care during the first trimester of pregnancy divided
by the number of live births multiplied by 100.
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Children’s Oral Health

Tooth decay affects almost two-thirds of California’s children.

In 2004-2005, Contra Costa participated
in a statewide survey of over 21,000
children in kindergarten and third grade,
summarized in the recently released
report “Mommy, It Hurts to Chew,” The
California Smile Survey.2

• Dental disease is
the most common
chronic disease among
children.
• Over 1 in 4 children
has untreated tooth
decay.

Local Findings

Dental disease, including untreated
cavities, is the most common chronic and
infectious disease among children in the
United States, five times more common
than asthma.1

Children with History of Decay and Untreated Decay		
Table 1. California 2005
		

History of Tooth Decay

Untreated Tooth Decay

Kindergarten		

53.6%

27.9%

3rd Grade		

70.9%

28.7%

Both Grades		

62.6%

28.3%
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Children With History of Decay
and Untreated Decay
This oral health survey found that among
California’s kindergarteners and third
graders,
 53.6% of the kindergarteners and
70.9% of the third-grade children
screened had a history of tooth
decay.
 27.9% of the kindergarteners
and 28.7% of third graders had
untreated tooth decay.
 22% of the children needed nonurgent or early dental care and
an additional 4% needed urgent
dental care because of pain or
infection.
 17% of the kindergarteners and
5.5% of the third graders had never
been to a dentist, putting them at
greater risk of having untreated
tooth decay.
 Only 28% of third-graders have
received sealants, which when
applied to permanent molars can
reduce tooth decay for 5-7 years.
Of the 25 states across the country
that have conducted similar surveys,
only Arkansas ranks below California
in children’s oral health (based on the
prevalence of decay experience in thirdgrade children).
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During the 2005-2006 school year, Save
Our Smiles, a project of Contra Costa
Health Services’ Children’s Oral Health
Program that serves children from
low-income families, screened 13,304
preschool and elementary children in
Contra Costa.3 This program found that
12% had serious dental disease (Class
III or IV caries) and needed urgent or
emergency dental treatment. Another
16% had less serious dental decay (Class
II caries) but still needed to see a dentist
soon.
Dental Caries 		

“Caries” is the medical
term for “cavity”.

Table 2: Preschool – 6th Graders,
Contra Costa 2005-2006

Levels of Caries

Percent

Class I

72%

Class II

16%

Class III

9%

Class IV

3%

Good oral health is essential to positive
self-esteem, school readiness, good
nutrition, and overall well-being across
the span of a person’s life. Pain and
suffering due to dental decay and early
tooth loss can result in impaired speech

development, inability to eat, failure to
thrive, sleep deprivation, absence from
school and inability to concentrate in
school.1
Children from low-income families are
especially vulnerable to being absent from
school, missing 12 times as many school
days due to dental problems as children
from families with higher incomes.4
Access to dental care for children in
Contra Costa is not proportionate
to socioeconomic need. Based on the
number of dentists available to children
in specific socioeconomic groups, children
from higher income families have much
greater access to dentists than children
from low-income families.3 The ratio of
dentists serving Contra Costa children
from low-income families is 1 to 1,712. In
contrast, for children from families with
higher incomes this ratio is 1 to 246.

4. United States General Accounting Office (2000). Oral
Health: Dental Disease is a Chronic Problem Among Many
Low-Income Populations. Report No. GAO/HEHS-00-72, April,
2000. Available online at: http://www.gao.gov/new.items/
he00072.pdf
(Note: Low-income families are those with incomes below the
200% Federal Poverty Level (FPL). Higher income families
are those at or above 200% FPL. For children from higherincome families, available dentists are all those practicing in
the county. For children from low-income families, available
dentists are those accepting Denti-Cal on a regular basis.)
Tables
Table 1: Dental Health Foundation. “Mommy It Hurts to Chew”:
The California Smile Survey, An Oral Health Assessment of
California’s Kindergarten and 3rd Grade Children. Oakland
(CA): Dental Health Foundation; 2006.
Table 2: Children’s Oral Health Program, Contra Costa Health
Services, July 2006.

Data Sources: Children’s Oral Health
Text
1. U.S. Department of Health and Human Services, National
Institute of Dental and Craniofacial Research, National
Institutes of Health (2000). Oral Health in America: A Report
of the Surgeon General.
2. Dental Health Foundation (2006). “Mommy It Hurts to
Chew”: The California Smile Survey, An Oral Health Assessment
of California’s Kindergarten and 3rd Grade Children.
3. Contra Costa Health Services (2007). Healthy Teeth for Life:
The Oral Health of Children in Contra Costa County.
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Childhood Immunization and
Vaccine Preventable Diseases

The percentage of African American children who are immunized
is lower compared to other race/ethnic groups.
Contra Costa has not met the Healthy
People 2010 objective of having at
least 90% of all two year olds fully
immunized.
Percent fully immunized
at 24 months

Table 1. All residents 2 years of age 2006
				

Contra Costa
California
Healthy People 2010

Percent

75.5
77.7
90.0

Note: Fully immunized means 4 DTP, 3 Polio and 1MMR
by 24 months.

The percentage of fully immunized 2year old children in Contra Costa has
fluctuated between 2001 and 2006.
African Americans continue to have a
low percentage of immunizations in both
Contra Costa and California.
Percent fully immunized at 24 months						
Table 2. Contra Costa and California, 2001-2006
						

2001

2002

2003

2004

2005

2006

Contra Costa

70.5

79.2

76.6

81.6

73.9

75.5

California

71.0

72.2

71.4

71.8

76.3

77.7
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Percent fully immunized at 24 months by race/ethnicity			
Table 3. Contra Costa and California, 2006
				

Contra Costa

White

85.4

76.7		

Hispanic

71.5

77.9		

African American

64.5

65.9		

Total

75.5

77.7		

Immunization is among the most effective
preventive measures known. Vaccines
protect against several diseases such as
diphtheria, tetanus, pertussis and polio.
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California

Brief summary of some vaccine-preventable diseases:			
			
Diphtheria

Bacterial infection that produces a
toxin that interferes with normal
heart and brain function. It has a 20%
case fatality rate.

Hepatitis B

Viral infection that attacks the liver
and is the leading cause of liver
cancer. One in four persons with
chronic hepatitis will die of chronic
liver disease prematurely.

Tetanus (lockjaw)

Bacterial infection that can cause
convulsive muscle spasms and
interferes with breathing.

Pertussis (whooping cough)

Bacterial infection that can cause
severe respiratory complications,
pneumonia and death in infants.

Polio

Viral infection that attacks the motor
neurons and causes a crippling
paralysis					

Hepatitis B virus is an established cause
of chronic liver disease. It is the cause
of up to 80% of liver cancer cases and
is second only to tobacco among known
human carcinogens.
Approximately
23,000 infants are born to Hepatitis
B infected mothers in the US each

year. About 5,600 of these births are
in California. Without appropriate
immunization 30% of these infants will
develop chronic Hepatitis. Hepatitis B
immunization is 80-100% effective in
preventing infection in those who receive
the complete series of vaccine.
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Pertussis in not only a disease of infants
but may present at any age, even well into
adulthood. Often it is the grandparent
or adolescent babysitter who has been
coughing that proves to be the source
of infection for many infants. The disease
is often difficult to distinguish from
other common respiratory illnesses
such as bronchitis. Immunization with a
Pertussis vaccine is the best strategy for
prevention. Contra Costa County had 43
cases of Pertussis in 2005 and 15 cases in
2006.
Vaccines not only protect the immunized
child, but the community as well. California
requires that children be up-to-date on
their shots before entering kindergarten
and seventh grade, and before enrolling
in licensed childcare programs.
For some vaccine-preventable diseases
there are only a small number of cases
reported in the county each year. Still,
immunization remains an important part
of the strategy to maintain the reduction
in cases. Because a new case is always
possible, it is important to be vigilant.
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Data Sources: Immunizations
Tables
Table 1-3 Local data about immunization levels is analyzed by
the Immunization Branch of the State Department of Health
Services (DHS). A random survey of schools is used to assess
the immunization levels of students in kindergarten. DHS
uses these immunization records to estimate the percentage
of children who were up-to-date when they were two years
old. Not all race/ethnicity groups were available due to small
numbers.
“Fully immunized” in this survey means receiving 4 DTaP
(diphtheria, tetanus, pertussis), 3 Polio and 1MMR (measles,
mumps, rubella) vaccines before 24 months of age.

chronic diseases
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Cancers – All Types

Cancer is the second leading cause of death in Contra Costa.
Deaths

Contra Costa’s cancer death rate (170.5
per 100,000) does not meet the national
Healthy People 2010 objective (159.9 per
100,000).

In other health reports,
cancer is sometimes
called “malignant
neoplasms”.

• African Americans are
most likely to die from
cancer.
• Men are more likely to die
from cancer than women.
• Most new cancer cases and
deaths are among Whites.
• On average, 1,686
residents die from cancer
each year.
• Nearly 4,413 residents
are diagnosed with cancer
each year.
• Contra Costa’s cancer
death rate (170.5 per
100,000) does not meet
the Healthy People 2010
objective.

Local Findings

Cancer is the second leading cause of
death in Contra Costa, accounting for
24.4 % of all deaths. Between 2002-2004,
5,058 Contra Costa residents died from
cancer. This means that approximately
1,686 Contra Costa residents die from
cancer each year. The age-adjusted
death rate from cancer for Contra Costa
is higher (170.5 per 100,000) than the
rate for California (163.3 per 100,000).

Editor’s note: This section presents data for all malignant cancers as one group.
This allows us to see the affect that cancer has in our County as a whole. The most
common types of cancers are prostate, breast, lung and colorectal cancers. Together,
these four cancers account for more than half of all cancer diagnoses and deaths in
California.1 Specific sections for each of these cancers follow this summary.
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Cancer Deaths by Race/Ethnicity			
Table 1. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

3,852

76.2%

177.1

African American

481

9.5%

*239.4

Asian

352

7.0%

**113.8

Latino

334

6.6%

**129.3

5,058

100.0%

170.5

White

Contra Costa

These are age-adjusted rates per 100,000 residents.			
* Significantly higher rate compared to the county overall.			
** Significantly lower rate.			

The majority of deaths from cancer in
the county occur among Whites (3,852),
followed by African Americans (481),
Asians (352) and Latinos (334).
Even though African Americans die in
far fewer numbers than Whites, African
Americans are more likely to die from
cancer. African Americans have the
highest cancer death rate (239.4 per
100,000) – higher than the county
overall (170.5 per 100,000), Whites (177.1
per 100,000), Asians (113.8 per 100,000)
and Latinos (129.3 per 100,000). This
difference is not due to the age of the
population and may be to due to physical
or social environmental risks, inadequate
screening and treatment, or unhealthy
behaviors. Asians and Latinos are less
likely to die compared to the county
overall.
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Men are more likely to die from cancer
(189.0 per 100,000) than women (160.0
per 100,000). Though men are more likely
to die from cancer, over half of the deaths
from cancer (2,706, 53.5%) occur among
women because there are more women in
the county’s older population.
The highest rates of cancer deaths occur
among African American men and women,
where we also see the greatest gender
difference in rates (307.3 per 100,000
men vs. 199.7 women per 100,000). White
and Latino men are also more likely
to die from cancer than their female
counterparts.

Cancer Deaths for Men			

Table 2. Contra Costa County Residents 2002-2004
			

Deaths

Percent

Rate

1,761

74.9%

191

African American

238

10.1%

*307.3

Asian

172

7.3%

**132.5

Latino

167

7.1%

164.0

2,352

100.0%

189.0

White

Contra Costa Men

These are age-adjusted rates per 100,000 men.			
* Significantly higher rate compared to men in the county overall.			
** Significantly lower rate.			

			
Cancer Deaths for Women
Table 3. Contra Costa County Residents 2002-2004
		

Deaths

Percent

Rate

2,091

77.3%

158.6

African American

243

8.9%

*199.7

Asian

180

6.7%

**100.7

Latina

167

6.2%

**109.9

2,706

100.0%

160.0

White

Contra Costa Women

These are age-adjusted rates per 100,000 women.			
* Significantly higher rate compared to women in the county overall.			
**Significantly lower rate.			

People living in San Pablo, Martinez,
Richmond, Antioch and Concord have
the highest cancer rates – they are more
likely to die from cancer compared to the
county overall. The highest numbers of

deaths from cancer occur among people
living in Walnut Creek (761), Concord
(642), Richmond (537), Antioch (409) and
Pittsburg (259).
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Cancer Deaths by Selected Communities			
Table 4. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

Walnut Creek

761

15.0%

185.4

Concord

642

12.7%

*191.2

Richmond

537

10.6%

*208.9

Antioch

409

8.1%

*206.4

Pittsburg

259

5.1%

193.6

Martinez

241

4.8%

*242.9

San Pablo

194

3.8%

*282.5

Brentwood

136

2.7%

170.3

Pinole

109

2.2%

170.9

Oakley

96

1.9%

215.6

Bay Point

73

1.4%

178.2

5,058

100.0%

170.5

Contra Costa

These are age-adjusted rates per 100,000 residents.			
* Significantly higher rate compared to the county overall.			

New Cases
New cancer cases provide a sense of
how much – and among whom – the
disease is surfacing in the community.
This information can inform prevention,
screening and treatment programs by
highlighting who is most at risk for being
diagnosed with cancer and tailoring
programs appropriately.
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Between 2000-2004, 22,067 new cases of
invasive cancer were diagnosed in Contra
Costa. This means that on average, 4,413
new cancer cases are diagnosed in the
county each year.
Three-quarters of these new cases (74.3%)
in the county are among Whites: females
(8,224 cases) and males (8,174 cases).

New Cancer Cases in Men 			

Table 5. Contra Costa County 2000-2004
			

Cases

Percent

Rate

8,174

74.3%

542.6

African American

886

8.1%

*580.6

Latino

800

7.3%

**411.6

Asian/Pacific Islander

792

7.2%

**352.0

10,996

100.0%

526.0

White

Contra Costa Men

These are age-adjusted rates per 100,000 men.			
* Significantly higher rate compared to men in the county overall.			
** Significantly lower rate.			

Although more cases of invasive cancer
are diagnosed among Whites, African
American men in Contra Costa have the
highest incidence rate in the county
(580.6 per 100,000) – higher than men in
the county overall (526.0 per 100,000),
Latino men (411.6 per 100,000) and Asian/
Pacific Islander men (352.0 per 100,000).
Latino and Asian/Pacific Islander men
have lower incidence rates compared to
men in the county overall.
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New Cancer Cases in Women				
Table 6. Contra Costa County 2000-2004
				

Cases

Percent

Rate

White

8,224

74.3%

*440.8

Latina

951

8.6%

**361.7

Asian/Pacific Islander

889

8.0%

**286.2

African American

840

7.6%

394.5

11,071

100.0%

415.8

Contra Costa Women

These are age-adjusted rates per 100,000 women.			
* Significantly higher rate when compared to women in the county overall.			
** Significantly lower rate.			

Among women, Whites have the highest
cancer incidence rate (440.8 per 100,000)
– higher than women in the county overall
(415.8 per 100,000), Latinas (361.7 per
100,000), Asian/Pacific Islander (286.2
per 100,000), and African American
women (394.5 per 100,000).
The gender difference in incidence rates
for all invasive cancers is greatest among
African Americans: the male rate (580.6
per 100,000) was almost 1.5 times (147%)
that of females (394.5 per 100,000). For
all races combined, the age-adjusted
incidence rate is 27% higher for males
than females in the county.
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Between 2000-2004, Contra Costa’s ageadjusted incidence rate for all invasive
cancers combined (463.1 per 100,000)
was higher than California’s (448.2 per
100,000).2

Cancer Risk & Prevention
Overall, cancer incidence and mortality
rates have declined since 1988 in the
Greater Bay Area, in large part due
to reduced tobacco-related cancers
in males and increased use of cancer
screening tests in females.3 However,
cancer remains a big problem – based
on current rates, more than two out of
five Californians will be diagnosed with
cancer during their lifetime4 and one in
five will die from cancer.5

Different cancers have different causes.
Some causes are linked to risk factors
over which we have no control over, such
as age or family history of cancer. Other
causes can be linked to risk factors that
we can better control. Among the known
risks for cancer, tobacco use stands out.
Cigarette smoking is associated with
more than 85% of all lung cancers and
with substantial proportion of cancers of
the bladder, mouth and throat, stomach,
pancreas and others.4 Recent studies
have shown that poor diet, obesity and
physical inactivity may be responsible
for just as many deaths as smoking (1 in
3).5
In California, African American males have
the highest overall incidence and death
cancer rates. Among females, White women
are the most likely to be diagnosed with
cancer, but African American women are
more likely to die of cancers. In general,
cancer rates are about 30 percent lower
among persons of Asian/Pacific Islander
origin and Latinos than among Whites.1
Racial and ethnic minorities tend to
receive lower quality health care than
Whites do. Access to good medical care
is crucial to cancer survival.

of the body, they can continue to grow
and damage the surrounding tissues and
organs. If the spread of abnormal cells is
not controlled or checked, it can result
in death. However, many cancers can be
cured if they are detected early through
screening and prompt treatment.5
Cancer is a chronic disease that is heavily
influenced by age. This means that people
become much more likely to develop
cancer and die from it as they get older.
The formation of cancers is a multi-step
process that may occur over the course
of 20 years on average, although it may
be shorter or longer for certain cancers.
In California, nearly 60% of cancers
diagnosed are among people 65 years
and older, a group who make up only 10%
of the total population.4
For every person diagnosed with cancer,
five more are living with a history of the
disease.5

For most types of cancer, abnormal cells
form a lump of mass called a tumor. If
cells break away and travel to other parts
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Data Sources: Cancers – All Types
Text
1. Kwong S.L., Allen M., Wright W.E. (2005). Cancer in California,
2005, 1988-2004. Sacramento, CA: California Department
of Health Services, Cancer Surveillance Section. Retrieved
November 8, 2006 from the California Cancer Registry at
http://www.ccrcal.org/PDF/Min2005.pdf
2. California Cancer Registry (CCR), Cancer Surveillance
Section, California Department of Health Services (2006).
Retrieved May 2, 2007 from the CCR’s California Cancer
Incidence and Mortality Rates Plus Interactive Maps public use
data set at http://www.ccrcal.org/dataquery.html
3. Le G.M., Gomez S.L., Clarke C.A., Chang E.T., Keegan T.M.,
O’Malley C.D., Glaser S.L., and West D.W. (2007). Cancer
Incidence and Mortality in the Greater Bay Area, 1988-2004.
Fremont, CA: Northern California Cancer Center.
4. The California Cancer Registry (n.d.) “Monitoring Cancer in
California: Some Frequently Asked Questions” Retrieved March
19, 2007 from the California Cancer Registry website: http://
www.ccrcal.org/brochure/monitor.pdf
5. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.
Tables
Tables 1-4: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded from Table 1:
Race/Ethnicity due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, death rates could not
be calculated for these groups. These groups were included in
Table 2: Selected Cities. These tables include total deaths and
age-adjusted average annual death rates for 2002 through
2004. Data was not available for all communities.
ICD10 coding for malignant neoplasms (ICD C00-C97) from the
Centers for Disease Control and Prevention National Center
for Health Statistics, available online at: http://www.cdc.
gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf
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Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Tables 5-6: Incidence data from Le GM, Gomez SL, Clarke
CA, Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West
DW. Cancer Incidence and Mortality in the Greater Bay Area,
1988-2004. Fremont, CA: Northern California Cancer Center,
2007. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders, and Latinos.
However, overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.
Incidence data for this section includes in situ and invasive
bladder cancer and invasive cancers for all of the following
sites: oral cavity and pharynx, digestive system, respiratory
system, bones and joints, soft tissue including heart, skin
excluding basal and squamous, breast, female and male
genital systems, urinary system, eye and orbit, brain
and other nervous system, endocrine system, lymphoma,
myeloma, leukemia, mesothelioma, kaposi sarcoma, and
other miscellaneous sites. For more information about the
specific ICD-O-3 codes related to these cancer sites, see the
National Cancer Institute’s website at http://seer.cancer.
gov/siterecode/icdo3_d01272003/
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/

Breast Cancer

Breast cancer is the most frequently diagnosed
serious cancer among women.
Deaths

Between 2002-2004, 443 Contra Costa
female residents died of breast cancer.
This means that approximately 148 female
residents die from breast cancer each
year. The age-adjusted death rate from
breast cancer is higher in Contra Costa
(26.0 per 100,000) than in California
(22.6 per 100,000).
Contra Costa’s female breast cancer
death rate (26.0 per 100,000) does not
meet the Healthy People 2010 objective
(22.3 per 100,000).

• White women are most
likely to be diagnosed
with breast cancer.
• Most breast cancer
deaths are among
White women.
• On average, 148 women
die from breast cancer
each year.
• Contra Costa’s female
breast cancer death
rate (26.0 per 100,000)
does not meet the
Healthy People 2010
objective.

Local Findings

In Contra Costa, invasive breast cancer
accounts for 16.4% of cancer deaths
among women and 4.0% of all female
deaths.

Breast Cancer Deaths by Race/Ethnicity			
Table 1. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

347

78.3%

28.8

African American

43

9.7%

32.8

Asian

24

5.4%

**11.6

Latina

24

5.4%

**15.2

443

100.0%

26.0

White

Contra Costa

These are age-adjusted rates per 100,000 women.			
** Significantly lower rate than women in the county overall.			
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The majority of deaths from invasive
female breast cancer in the county occur
among Whites (347), followed by African
Americans (43), Asians (24) and Latinas
(24).
In Contra Costa, the death rate from
female breast cancer is similar among
White and African American women and
lower among Asian and Latina women
compared to the county overall. White and
African American women have 2-3 times
higher death rates than Asian and Latina
women. These differences are not due to
the age of the population and may be due
to lifestyle choices, lack of screening and
treatment, or environmental factors.

Female breast cancer death rates do not
vary by city in Contra Costa. The highest
numbers of deaths from breast cancer
occur among women living in Walnut
Creek (67), Concord (53), Richmond (42)
and Antioch (30). Local numbers may be
too small to detect differences between
cities.

A breast cancer case
is defined as a primary
malignant tumor, that
is, one originating in
the breast rather than
having spread from
another location.

Breast Cancer Deaths by Selected Communities			
Table 2. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

Walnut Creek

67

15.1%

30.9

Concord

53

12.0%

26.7

Richmond

42

9.5%

27.2

Antioch

30

6.8%

24.8

443

100.0%

26.0

Contra Costa Women

These are age-adjusted rates per 100,000 women.			
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New Cases
Many more women develop breast cancer
than die from it. This is due, at least in
part, to the fact that some breast cancer
cases are diagnosed at earlier stages
and are successfully treated. Information
about new cases can inform prevention,
screening and treatment programs by
highlighting who is most at risk for
being diagnosed with breast cancer and
tailoring programs appropriately.
Between 2000-2004, a total of 4,472 new
cases of breast cancer were diagnosed
in Contra Costa: invasive (3,775 cases)
and in situ (697 cases). This means that
approximately 894 female residents are
diagnosed with breast cancer each year.

The majority of new cases in the county
(2,897, 76.7%) are among White women.
White women have the highest invasive
breast cancer incidence rate (157.6
per 100,000) in the county --- higher
than women in the county overall (141.6
per 100,00), African American (115.1 per
100,000), Latina (111.3 per 100,000) and
almost double that of Asian/Pacific
Islander women (84.9 per 100,000).
Latina, African American and Asian/Pacific
Islander women have lower incidence
rates than women in the county overall.
Rates of in situ female breast cancer are
similar between race/ethnicity groups
and the county overall.

New Cases of Invasive Breast Cancer
Table 3. Contra Costa County 2000-2004

Invasive cancer has spread
beyond the tissue where it
developed to surrounding,
			healthy tissues

			
Cases

Percent

Rate

White

2,897

76.7%

*157.6

Latina

298

7.9%

**111.3

Asian/Pacific Islander

282

7.5%

**84.9

African American

264

7.0%

**115.1

3,775

100.0%

141.6

Contra Costa Women

These are age-adjusted rates per 100,000 women.			
* Significantly higher rate when compared to women in the county overall.			
** Significantly lower rate.			
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Between 2000-2004, Contra Costa’s
invasive breast cancer incidence rate
(141.6 per 100,000) was higher than
California’s rate (126.5 per 100,000). The
in situ incidence rate (25.9 per 100,000)
was similar to California’s rate (26.9 per
100,000).1

In situ cancer is cancer
at its earliest stage
that has not spread to
neighboring tissue

New Cases of In situ Breast Cancer 			
Table 4. Contra Costa County 2000-2004
			

Cases

Percent

Rate

499

71.6%

27.2

Asian/Pacific Islander

81

11.6%

24.9

African American

56

8.0%

25.1

Latina

51

7.3%

19.5

697

100.0%

25.9

White

Contra Costa Women

These are age-adjusted rates per 100,000 women.			

Early Detection is Important
In the Greater Bay Area region between
1998-2004, breast cancer incidence
and mortality rates have continued to
decline in all race/ethnic groups and
remain highest in African American
women.2 Nationally, breast cancer is
the most common cause of death from
cancer among Latinas and the second
most common cause of death from cancer
among Whites, African Americans, Asian/
Pacific Islanders and American Indian/
Alaska Native women.3
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The well-established risk factors for
breast cancer are not easily-modifiable.
Fifty percent of breast cancers can be
explained by known risk factors, such
as a family history of breast cancer
and hormonal functions associated with
early onset at menstruation and late
menopause, delayed childbearing and
having fewer children.4
Early detection is the best defense
against breast cancer death. If the cancer
is confined to the breast when detected,

the five-year survival is more than 95%.5
Women should receive clinical breast
examinations every three years starting
at age 20, and annual mammograms and
clinical breast examinations starting
at age 40.5 More than 200,000 women
in California, or three out of every 100
women 40 years and older, are breast
cancer survivors.5
Data Sources: Female Breast Cancer
Text
1. National Cancer Institute (2006). State Cancer Profiles.
Retrieved December 27, 2006 from the National Cancer
Institute website: www.statecancerprofiles.cancer.gov.
2. Le G.M., Gomez S.L., Clarke C.A., Chang E.T., Keegan T.M.,
O’Malley C.D., Glaser S.L., and West D.W. (2007). Cancer
Incidence and Mortality in the Greater Bay Area, 1988-2004.
Fremont, CA: Northern California Cancer Center.
3. U.S. Cancer Statistics Working Group, Department of
Health and Human Services, Centers for Disease Control and
Prevention (CDC), and National Cancer Institute (2004). U.S.
United States Cancer Statistics: 2003 Incidence and Mortality
(preliminary data). National Vital Statistics, 53 (5). Retrieved
on March 18, 2007 from the CDC website: http://www.cdc.
gov/cancer/breast/basic_info/facts.htm.
4. The California Cancer Registry (n.d.) “Monitoring Cancer in
California: Some Frequently Asked Questions” Retrieved March
19, 2007 from the California Cancer Registry website: http://
www.ccrcal.org/brochure/monitor.pdf.
5. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.
Tables
The cases and deaths reported in these tables represent
instances of female breast cancer.
Tables 1-2: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.

Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded from Table 1,
Race/Ethnicity due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, death rates could not
be calculated for these groups. These groups were included
in Table 2, Selected Cities. These tables include total deaths
and age-adjusted average annual death rates for 2002
through 2004. Data was not available for all Contra Costa
communities.
ICD10 coding for malignant neoplasm of the breast (ICD C50)
from the Centers for Disease Control and Prevention National
Center for Health Statistics, available online at: http://www.
cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf.
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Table 3: Incidence data from Le GM, Gomez SL, Clarke CA,
Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West
DW. Cancer Incidence and Mortality in the Greater Bay Area,
2000-2004. Fremont, CA: Northern California Cancer Center,
2007. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders, and Latinos.
However, overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.
International Classification of Diseases for Oncology, Third
Edition (ICD-O-3) coding of female breast cancer incidence
data included C500-509 (primary site), excluding histological
types 9590-9989 came from Le GM et al., 2007.
Healthy People 2010 objectives from the U.S. Department
of Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/
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Colorectal Cancer
Colorectal cancer is the second leading cause of cancer deaths.
Deaths

• Men are more likely to be
diagnosed with colorectal
cancer than women but are
equally likely to die of it as
women.
• Most new colorectal cancer
cases and deaths are among
Whites.
• On average, each year 162
residents die from colorectal
cancer.

Local Findings

In Contra Costa, colorectal cancer is
responsible for almost 10% (9.6%) of all
cancer deaths in men and women. Between
2002-2004, there were 485 Contra Costa
residents who died of colorectal cancer.
This means that approximately 162 Contra
Costa residents die from colorectal cancer
each year. Contra Costa’s age-adjusted
death rate from colorectal cancer (16.3
per 100,000) is higher than the rate for
California (15.9 per 100,000).

• Contra Costa’s colorectal
death rate (16.3 per 100,000)
does not meet the Healthy
People 2010 objective (13.9
per 100,000).
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In Contra Costa, all race/ethnicity groups
are equally likely to die from colorectal
cancer. Death rates do not differ between
race groups. The majority of deaths from
colorectal cancer in the county occur
among Whites (346), followed by Asians
(50), African Americans (45), and Latinos
(41).

In this report a colorectal
cancer case is defined as a
primary malignant tumor,
that is, one originating in
the colon or rectum rather
than having spread from
another location.

In Contra Costa, men and women have
similar rates of death from colorectal
cancer (18.4 and 14.8 per 100,000
respectively).

Colorectal Cancer Deaths by Race/Ethnicity			
Table 1. Contra Costa County 2002-2004
			

Deaths

Percent

White

346

71.3%

15.6

Asian

50

10.3%

15.7

African American

45

9.3%

22.4

Latino

41

8.5%

16.4

485

100.0%

16.3

Contra Costa

These are age-adjusted rates per 100,000 residents.
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Rate

Colorectal death rates do not differ
by city. The greatest number of deaths
from colorectal cancer occur among
residents living in Contra Costa’s largest
cities, Concord (66), Walnut Creek (65),
Richmond (57), Antioch (40) and Martinez
(26).

Colorectal Cancer Deaths in Selected Communities			
Table 2. Contra Costa County 2002-2004
				

Deaths

Percent

Rate

Concord

66

13.6%

20.3

Walnut Creek

65

13.4%

15.5

Richmond

57

47.0%

22.6

Antioch

40

11.8%

20.4

Martinez

26

5.4%

27.4

Pittsburg

23

4.7%

17.1

San Pablo

20

4.1%

29.9

485

100.0%

16.3

Contra Costa

These are age-adjusted rates per 100,000 residents.				
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New Cases
New colorectal cancer cases provide a
sense of how much – and among whom –
the disease is surfacing in the community.
This information can inform prevention,
screening and treatment programs by
highlighting who is most at risk for being
diagnosed with colorectal cancer and
tailoring programs appropriately.
Between 2000-2004, 2,265 new cases
of invasive colorectal cancer were
diagnosed in Contra Costa. This means
that approximately 453 resident are
diagnosed with colorectal cancer each
year.

Most new colorectal cases in the county
(72.2%) are among Whites: women (818
cases) and men (818 cases). There are
no differences in rates between race/
ethnicity groups for either men or
women. Overall, men are more likely to
be diagnosed with colorectal cancer than
women.
Between 2000-2004, Contra Costa’s ageadjusted incidence rate for colorectal
cancer (47.9 per 100,000) was similar to
California’s rate (46.8 per 100,000).1

New Cases of Colorectal Cancer in Men			
Table 3. Contra Costa County 2000-2004
			

Cases

Percent

Rate

White

818

73.7%

54.9

Asian/Pacific Islander

113

10.4%

48.3

African American

92

6.5%

65.5

Latino

91

7.5%

48.9

1,143

100.0%

55.7

Contra Costa Men

These are age-adjusted rates per 100,000 men.			
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New Cases of Colorectal Cancer in Women			
Table 4. Contra Costa County 2000-2004
			

Cases

Percent

Rate

White

818

75.1%

40.7

Asian/Pacific Islander

112

8.6%

38.1

African American

90

7.6%

44.9

Latina

86

7.6%

34.2

1,122

100.0%

41.5

Contra Costa Women
These are age-adjusted rates per 100,000 women.

Opportunities for Prevention
Colorectal cancer remains the third most
frequently occurring cancer in California
among both men and women. Although
it is less common than either breast
or prostate cancer, colorectal cancer
has a poorer prognosis. The five-year
survival rate for people diagnosed with
colorectal cancer, all stages included, is
64%; however, this rate increases to 91%
if the cancer is detected and treated
early.2

begin routine screening of this cancer at
age 50.3 Improved treatments, including
the development of new cancer drugs,
have also played a part in lowering the
rates of colorectal cancer.2
Risk factors that are linked to the
development of colorectal cancer include
the presence of polyps in the colon
or rectum, having a family history of
colorectal cancer, older age (mid-50s),
history of previous cancer, a high-fat
diet, and cigarette smoking.4

Mortality and incidence rates for
colorectal cancer have declined steadily
in California by 27% over the last 16
years.3 One reason for this decline
may be the increased use of screening,
which can detect the disease early when
it is most treatable or even prevent it
entirely.3 The American Cancer Society
recommends that both men and women
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Data sources: Colorectal Cancer
Text
This section only contains information for new invasive
colorectal cancer. Invasive cancer is a cancer that has spread
beyond the tissue where it developed to surrounding, healthy
tissues.
1. California Cancer Registry (CCR), Cancer Surveillance
Section, California Department of Health Services (2006).
Retrieved May 2, 2007 from the CCR’s California Cancer
Incidence and Mortality Rates Plus Interactive Maps public use
data set at http://www.ccrcal.org/dataquery.html
2. Grady D., Quote attributed to Dr. Elizabeth Ward, Managing
Director in epidemiology and surveillance at the American
Cancer Society. (2007, January 18). Statistics may prove that
prevention is paying off. The Oakland Tribune.
3. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.
4. National Cancer Institute (2006). What you need to know
about Cancer of the Colon and Rectum. Retrieved November
28, 2006 from the National Cancer Institute website: www.
cancer.gov

Tables
Tables 1-2: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded from Table 1:
Race/Ethnicity due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, death rates could not
be calculated for these groups. These groups were included in
Table 2. Selected Cities. These tables include total deaths and
age-adjusted average annual death rates for 2002 through
2004. Data was not available for all communities.
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ICD10 (International Classification of Diseases) coding for
malignant neoplasm of the colon, rectosigmoid junction,
rectum and anus (ICD C18-C21) from the Centers for Disease
Control and Prevention National Center for Health Statistics,
available online at: http://www.cdc.gov/nchs/data/nvsr/
nvsr50/nvsr50_16.pdf
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City-level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Table 3: Incidence data from Le GM, Gomez SL, Clarke CA,
Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West DW.
Cancer Incidence and Mortality in the Greater Bay Area,
2000-2004. Fremont, CA: Northern California Cancer Center,
2007. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders and Latinos.
However, overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.
International Classification of Diseases for Oncology, Third
Edition (ICD-O-3) coding of colorectal cancer incidence data
included C180-C189, C199,C209, C260 (primary site), excluding
histological types 9590-9989, came from Le GM et al., 2007.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/

Lung Cancer

Lung cancer is the leading cause of cancer deaths.
Deaths

Between 2002-2004, 1,319 Contra Costa
residents died of lung cancer. This means
that approximately 440 Contra Costa
residents die from lung cancer each year.
The age-adjusted death rate from lung
cancer is higher in Contra Costa (44.6
per 100,000) than in California (41.7 per
100,000).
Contra Costa’s lung cancer death rate
(44.6 per 100,000) meets the Healthy
People 2010 objective (44.9 per

• African American men are
most likely to die from lung
cancer.
• Men are most likely to die
from lung cancer.
• Most new lung cancer cases
and deaths are among
Whites.
• On average, 440 residents
die from lung cancer each
year.

Local Findings

Lung cancer is the most common cause of
cancer death in Contra Costa, accounting
for 26% of all cancer deaths and 6.3% of
all deaths in the county.

• Contra Costa’s lung cancer
death rate (44.6 per
100,000) meets the Healthy
People 2010 objective.

Lung Cancer Deaths by Race/Ethnicity			
Table 1. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

1,039

78.8%

47.8

127

9.6%

*62.0

Asian

78

5.9%

**25.7

Latino

60

4.5%

**24.6

1,319

100.0%

44.6

White
African American

Contra Costa

These are age-adjusted rates per 100,000 people.			
* Significantly higher rate compared to the county overall			
** Significantly lower rate			
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The majority of deaths from lung cancer
in the county occur among Whites (1,039),
followed by African Americans (127),
Asians (78) and Latinos (60).
Although African Americans die in far
fewer numbers than Whites, African
Americans are most likely to die from
lung cancer. African Americans have the
highest lung cancer death rate (62.0 per
1000,000) in the county – higher than
the county overall (44.6 per 100,000)
and Whites (47.8 per 100,000), and twice
as high as Asians (25.7 per 100,000) and
Latinos (24.6 per 100,000). This difference
is not due to the age of the population
but may be due to physical or social
environmental risks, inadequate cancer
screening and treatment, or unhealthy
behaviors.

In this report, a lung cancer case
is defined as a primary malignant
tumor, that is, one originating in
the lung rather than having spread
to the lung from another location.

Lung Cancer Deaths for Men			
Table 2. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

484

76.8%

51.7

African American

64

10.2%

*79.1

Asian

49

7.8%

37.0

Latino

29

4.6%

**32.6

630

100.0%

50.3

White

Contra Costa Men

These are age-adjusted rates per 100,000 men.			
* Significantly higher rate compared to men in the county overall.			
** Significantly lower rate.			

132

In Contra Costa, men have a higher rate of
death from lung cancer (50.3 per 100,000)
than women (41.2 per 100,000). Although
men overall are more likely to die from
lung cancer, over half of the deaths from
lung cancer (689, 52.2%) occur among
women. African American men have a
higher rate of lung cancer death than the
county overall and all other race groups
except African American women. Despite
the apparent difference in rates, there is
no significant difference in the lung cancer
death rate between African American men
and African American women.

In other health reports,
cancer is sometimes called
“malignant neoplasms”.

Lung Cancer Deaths for Women			
Table 3. Contra Costa County 2002-2004
		

Deaths

Percent

Rate

555

80.6%

41.7

African American

63

9.1%

51.4

Asian

35

5.1%

**17.6

Latina

31

4.5%

**20.5

689

100.0%

41.2

White

Contra Costa Women

These are age-adjusted rates per 100,000 women.			
**Significantly lower rate compared to women in the county overall.			
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Lung Cancer Deaths by Selected Communities			
Table 4. Contra Costa County 2002-2004
			

Deaths

Percent

Concord

203

15.4%

*60.4

Walnut Creek

181

13.7%

45.8

Richmond

143

10.8%

56.0

Antioch

111

8.4%

57.3

Martinez

76

5.8%

*75.2

Pittsburg

65

4.9%

49.6

San Pablo

55

4.2%

*82.9

Brentwood

33

2.5%

41.1

Pinole

30

2.3%

46.9

Oakley

28

2.1%

64.0

1,319

100.0%

44.6

Contra Costa

Rate

These are age-adjusted rates per 100,000 people.			
* Significantly higher rate compared to the county overall.			

People living in San Pablo, Martinez and
Concord are more likely to die from
lung cancer compared to the county
overall. Residents of San Pablo have the
highest lung cancer death rate (82. 9
per 100,000), followed by Martinez (75.2
per 100,000) and Concord (60.4 per
100,000). The County rate is 44.6 per
100,000. The highest numbers of deaths
from lung cancer occur among people
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living in Concord (203), Walnut Creek
(181), Richmond (143), Antioch (111), and
Martinez (76).

New Cases
New lung cancer cases provide a sense
of how much, and among whom, the
disease is surfacing in the community.
This information can inform prevention,
screening and treatment programs by
highlighting who is most at risk for
being diagnosed with lung cancer and
tailoring programs appropriately.
Between 2000-2004, 2,713 new cases of
lung cancer were diagnosed in Contra
Costa. This means that on average,
there are 543 new cases of lung cancer
diagnosed in the county each year.
Most new cases of lung cancer in the
county (76.6%) are among Whites: women
(1,113 cases) and men (964 cases).
New Cases of Lung Cancer
in Men			

Although more cases are diagnosed
among Whites, African American men in
Contra Costa have the highest rate of
new lung cancer cases (89.8 per 100,000)
– higher than men in the county overall
(64.0 per 100,000), White men (65.2
per 100,000), Asian/Pacific Islander men
(53.9 per 100,000) and Latino men (38.6
per 100,000). Among women, Latinas and
Asian/Pacific Islanders are less likely
to be diagnosed with lung cancer than
women in the county overall, White and
African American women.
In Contra Costa, men are more likely to be
diagnosed with lung cancer than women.
The county’s lung cancer incidence rate
is 18% higher for males than females
(64.0 vs. 54.1 per 100,000, respectively).
Although men overall are more likely to
be diagnosed with lung cancer, over half
of new lung cancer cases (689, 52.2%)
occur among women.

Table 5. Contra Costa County 2000-2004
			

Cases

Percent

75.0%

65.2

African American

134

10.4%

*89.8

Asian/Pacific Islander

111

8.6%

53.9

61

4.7%

**38.6

1,285

100.0%

64.0

White

Latino
Contra Costa Men

964

Rate

These are age-adjusted rates per 100,000 men.			
* Significantly higher rate compared to men in the county overall. ** Significantly lower rate.			
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New Cases of Lung Cancer in Women			
Table 6. Contra Costa County 2000-2004
			

Cases

Percent

Rate

1,113

77.9%

58.4

130

9.1%

63.0

Latina

93

6.5%

**39.6

Asian/Pacific Islander

82

5.7%

**27.4

Contra Costa Women

1,428

100.0%

54.1

White
African American

These are age-adjusted rates per 100,000 women.			
** Significantly lower rate compared to women in the county overall.

Between 2000-2004, Contra Costa’s
incidence rate for lung cancer (57.7 per
100,000) was similar to California’s rate
(56.8 per 100,000).1

Tobacco exposure is responsible
for most lung cancer.
Lung cancer incidence has decreased
in California by more than 20% since
the late 1980s, due in large part to the
success of California tobacco control
initiatives. However, even today, more
than 8 out of 10 lung cancer cases are
caused by smoking cigarettes.2
Quitting smoking can reduce a person’s
risk of lung cancer.2 Even those who smoke
more than a pack a day can reduce their
risk of lung cancer by quitting smoking.
Quitting smoking reduces the risk of
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lung cancer for other residents too by
decreasing secondhand smoke. Every year
in the U.S., 3,400 non-smoking adults die
of lung cancer as a result of breathing
smoke from other people’s cigarettes.
Lung cancer is a chronic disease that is
heavily influenced by age. This means
that people become much more likely to
develop and die from lung cancer as they
get older.
Lung cancer is difficult to detect early
and treat because symptoms often
do not appear until the disease has
progressed. Unfortunately, most people
who get lung cancer die from lung cancer.
Although lung cancer survival rates have
improved over the last 40 years, only
15% of people who are diagnosed with

lung cancer, all stages combined, live five
years after being diagnosed. Prevention
of lung cancer through smoking cessation,
avoiding secondhand smoke, eating a
healthy balanced diet, and being aware
of environmental risks is the best way to
avoid this disease.3

These tables include total deaths and age-adjusted average
annual death rates for 2002 through 2004. Data was not
available for all communities.
ICD10 coding for malignant neoplasm of trachea, bronchus,
and lung (ICD C33-C34) from the Centers for Disease Control
and Prevention National Center for Health Statistics, available
online at: http://www.cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_
16.pdf
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.

Data sources: Lung Cancer
Text
Lung cancer data for new cases and deaths is presented for
invasive cancer only. Invasive cancer is cancer that has spread
beyond the tissue where it developed to surrounding healthy
tissues.
1. California Cancer Registry (CCR), Cancer Surveillance
Section, California Department of Health Services (2006).
Retrieved May 2, 2007 from the CCR’s California Cancer
Incidence and Mortality Rates Plus Interactive Maps public use
data set at http://www.ccrcal.org/dataquery.html
2. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.
3. American Cancer Society (n.d.) Lung Cancer. Retrieved
March 28, 2007 from the American Cancer Society website:
http://www.cancer.org/downloads/PRO/LungCancer.pdf
Tables
Tables 1-4: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by authors of this report and are not from
the CDHS. Data for the following race/ethnicity groups was
excluded from Table 1: Race/Ethnicity due to small numbers:
American Indian/Alaska Native, Native Hawaiian/Pacific
Islanders, Two or More Races, and Other. Due to unstable
estimates, death rates could not be calculated for these
groups. These groups were included in Table 2: Selected Cities.

California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Tables 5 and 6: Incidence data from Le GM, Gomez SL, Clarke
CA, Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West
DW. (2007). Cancer Incidence and Mortality in the Greater
Bay Area, 1988-2004. Fremont, CA: Northern California Cancer
Center. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders, and Latinos.
However overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.
International Classification of Diseases for Oncology, Third
Edition (ICD-O-3) coding of lung cancer incidence data
included C340-C349 (primary site), excluding histology types
9590-9989 came from Le GM et al. (2007). See above.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/

137

138

Prostate Cancer

Prostate cancer is the most common cancer among men.
Deaths

• African American men
are most likely to be
diagnosed with and die
from prostate cancer.
• Most new prostate cancer
cases and deaths are
among White men.
• On average, each year
92 men die from prostate
cancer.
• Contra Costa’s prostate
cancer death rate (24.5
per 100,000) meets the
Healthy People 2010
objective (28.8 per
100,000).

Local Findings

In Contra Costa, prostate cancer is
responsible for 2.8% of all deaths and
11.7% of cancer deaths among men.
Between 2002-2004, 275 Contra Costa
men died of prostate cancer. This means
that approximately 92 men in the county
die from prostate cancer each year.
Contra Costa’s age-adjusted death rate
from prostate cancer (24.5 per 100,000)
is similar to the rate in California (23.1
per 100,000).
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The majority of deaths from prostate
cancer in the county occur among
Whites (202, 73.5%), followed by African
Americans (45, 16.7%), Latinos (16, 5.8%)
and Asians (11, 4.0%).
Although African Americans die from
prostate cancer in far fewer numbers
than Whites in Contra Costa, African
American men are almost 3 times as likely
to die from prostate cancer as White
men and as the county overall. African
Americans have the highest prostate
cancer death rate (69.3 per 100,000)
in the county – higher than the county

overall (24.5 per 100,000) and Whites
(23.5 per 100,000). This difference is not
due to the age of the population and
may be due to the lack of health care,
inadequate screening or treatment, or
other social and environmental factors.
In this report a
prostate cancer case
is defined as a primary
malignant tumor, that
is, one originating in
the prostate rather
than having spread from
another location.

Prostate Cancer Deaths by Race/Ethnicity			
Table 1. Contra Costa County 2002-2004
			

Deaths

Percent

73.5%

23.5

African American

45

16.7%

*69.3

Latino

16

5.8%

--

Asian

11

4.0%

--

275

100.0%

24.5

White

Contra Costa

202

Rate

These are age-adjusted rates per 100,000 men.			
* Significantly higher rate than the county overall.			
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Prostate cancer death rates do not vary
significantly by city in Contra Costa. The
highest numbers of deaths from prostate
cancer occur among men living in Walnut
Creek (53), Richmond (37) and Concord
(27). Local numbers may be too small
to detect differences in rates between
cities.

Prostate Cancer Deaths by Selected Communities			
Table 2. Contra Costa County 2002-2004
			

Deaths

Percent

Richmond

37

13.5%

38.9

Concord

27

9.8%

24.1

275

100.0%

24.5

Walnut Creek

Contra Costa

53

19.3%

Rate

30.0

These are age-adjusted rates per 100,000 men.			
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New Cases
Many more people develop prostate
cancer than die from it. This is due,
at least in part, to the fact that some
prostate cancer cases that are diagnosed
are successfully treated. Therefore,
information about prostate cancer cases
can shed some light on the broader impact
of this disease beyond (or before) death.
In particular, new prostate cancer cases
provide a sense of how much – and among
whom – this disease is surfacing in the
community.
Information about both new cases and
deaths can highlight the need or possible
opportunities for prevention, screening
and treatment programs.

Between 2000-2004, 3,771 new cases of
invasive prostate cancer were diagnosed
in Contra Costa. This means that
approximately 754 male residents are
diagnosed with prostate cancer each
year.
The majority (73.2%) of these new cases
are among White men. Although more
cases are diagnosed among Whites,
African American men in Contra Costa are
most likely to be diagnosed with prostate
cancer. African American men have the
highest prostate cancer incidence rates
(226.9 per 100,000) in the county -higher than men in the county overall
(179.7 per 100,00), Whites (179.8 per
100,000) and Latinos (141.1 per 100,000)
and more than double those of Asian/
Pacific Islander men (100.3 per 100,000).

New Cases of Prostate Cancer			
Table 3. Contra Costa County 2000-2004
			

Cases

Percent

73.2%

179.8

African American

352

9.3%

*226.9

Latino

251

6.7%

**141.1

Asian/Pacific Islander

221

5.9%

**100.3

3,771

100.0%

179.7

White

Contra Costa

2,759

Rate

These are age-adjusted rates per 100,000 men.			
* Significantly higher rate compared to the county overall.			
** Significantly lower rate compared to the county overall.			
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Between 2000-2004, Contra Costa’s
prostate cancer incidence rate (179.7
per 100,000) was significantly higher than
California’s rate (156.9 per 100,000).1

or those with brothers or fathers who
have had prostate cancer, should begin
screening at age 45.3

Opportunities for Prevention

The survival rate for prostate cancer is
quite high because it is a slow-growing
cancer for which effective treatments
exist. The five-year survival rate for
men diagnosed with prostate cancer, all
stages included, is 98%.3

Prostate cancer mortality in California has
declined significantly since 1988. Prostate
cancer incidence peaked following the
introduction and widespread use of
prostate-specific antigen (PSA) screening
but has since decreased to 1990 levels.
While both incidence and mortality
have declined, prostate cancer remains
the second-leading cause of cancer
death among men in the Greater Bay
Area and African American men remain
at especially high risk for the disease.2
Higher rates among African American
men at both the state and local level may
be due to lack of health care, inadequate
screening or treatment, or other social
and environmental factors.
Prostate cancer tends to be diagnosed
late in life. About 75% of prostate cancers
are diagnosed among men ages 65 and
older.3 The American Cancer Society
recommends that health care providers
offer the PSA blood test and digital
rectal examination annually, beginning
at age 50, to men who have at least a
ten-year life expectancy. Men in highrisk groups such as African Americans
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Data Sources: Prostate Cancer
Text
This section only contains information for new invasive
prostate cancer. Invasive cancer is a cancer that has spread
beyond the tissue where it developed to surrounding, healthy
tissues.
1. California Cancer Registry (CCR), Cancer Surveillance
Section, California Department of Health Services (2006).
Retrieved May 2, 2007 from the CCR’s California Cancer
Incidence and Mortality Rates Plus Interactive Maps public use
data set at http://www.ccrcal.org/dataquery.html

2. Le G.M., Gomez S.L., Clarke C.A., Chang E.T., Keegan T.M.,
O’Malley C.D., Glaser S.L., and West D.W. (2007). Cancer
Incidence and Mortality in the Greater Bay Area, 1988-2004.
Fremont, CA: Northern California Cancer Center.
3. American Cancer Society, California Division and Public
Health Institute, California Cancer Registry (2006). California
Cancer Facts and Figures 2007. Oakland, CA: American Cancer
Society, California Division.

Tables
Tables 1-2: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded from Table 1.
Race/Ethnicity due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, death rates could not
be calculated for these groups nor for Asians or Latinos. These
groups were included in Table 2. Selected Cities. These tables
include total deaths and age-adjusted average annual death
rates for 2002 through 2004. Data was not available for all
communities.
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ICD10 coding for malignant neoplasm of the prostate (ICD C61)
from the Centers for Disease Control and Prevention National
Center for Health Statistics, available online at: http://www.
cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf

Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Table 3: Incidence data from Le GM, Gomez SL, Clarke CA,
Chang ET, Keegan THM, O’Malley CD, Glaser SL, and West DW.
Cancer Incidence and Mortality in the Greater Bay Area,
2000-2004. Fremont, CA: Northern California Cancer Center,
2007. Incidence data by race/ethnicity was only available for
African Americans, Whites, Asian/Pacific Islanders, and Latinos.
However, overall Contra Costa case counts and incidence rates
include data for all race/ethnicity groups. This table includes
5-year case counts and age-adjusted average annual incidence
rates for 2000 through 2004.

International Classification of Diseases for Oncology, Third
Edition (ICD-O-3) coding of prostate cancer incidence data
included C619 (primary site), excluding histological types
9590-9989, came from Le GM et al., 2007.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/

Diabetes

There are unfair racial differences in diabetes deaths.
Deaths

In Contra Costa, the largest number of
diabetes deaths is found among Whites
(357), followed by African Americans (101),
Latinos (61) and Asians (53).
Even though African Americans die in
far fewer numbers than Whites, African
Americans are more than twice as likely
to die from diabetes compared to the
county overall. African Americans have the
highest death rate from diabetes (52.3
per 100,000) – higher than the county
overall (19.7 per 100,000), Whites (16.3
per 100,000), Latinos (26.0 per 100,000)
and Asians (19.1 per 100,000). These
differences are not due to the age of the
population and are likely due to limited
access to health services, unhealthy
behaviors and/or environmental risks.
Whites are less likely to die from diabetes
than the county overall.

• African Americans are
more likely to die of
diabetes.
• Residents of San Pablo
and Richmond are more
likely to die of diabetes.
• On average, 194
residents die from
diabetes each year.
• Contra Costa’s diabetes
prevalence (5.3%) does
not meet the Healthy
People 2010 objective.

Local Findings

Diabetes is the 7th leading cause of
death in Contra Costa, accounting for
2.8% of all deaths in the county. On
average, 194 Contra Costa residents die
of diabetes each year. The age-adjusted
death rate from diabetes is lower in
Contra Costa than California (19.7 vs.
21.2 per 100,000).

Editor’s note: The statistics
presented include Type 1 and
2 diabetes data. They do not
include pregnancy-related
diabetes cases.
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Diabetes Deaths by Race/Ethnicity 			
Table 1. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

White

357

61.2%

**16.3

African American

101

17.3%

*52.3

Latino

61

10.5%

26.0

Asian

53

9.1%

19.1

583

100.0%

19.7

Contra Costa

These are age-adjusted rates per 100,000 residents.			
* Significantly higher rate compared to the county.
** Significantly lower rate			

In Contra Costa, men are more likely
to die from diabetes (23.0 per 100,000)
than women (17.3 per 100,000). Although
men overall are more likely to die from
diabetes, slightly more than half of the
diabetes deaths occur among women
(295, 50.6%).

Residents of San Pablo and Richmond
are more likely to die from diabetes
compared to Contra Costa as a whole.
The largest number of diabetes deaths
occur among residents of Richmond (94),
followed by Concord (81), Walnut Creek
(63), and Antioch (53).

Diabetes Deaths by Gender			
Table 2. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

Women

295

50.6%

17.3

Men

288

49.4%

23.0

Contra Costa

583

100.0%

19.7

These are age-adjusted rates per 100,000 residents.			
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Diabetes Deaths by Place			

Table 3. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

Richmond

94

16.1%

*37.0

Concord

81

13.9%

24.4

Walnut Creek

63

10.8%

14.6

Antioch

53

9.1%

26.9

Pittsburg

35

6.0%

27.3

San Pablo

35

6.0%

*51.7

Martinez

26

4.5%

27.7

583

100.0%

19.7

Contra Costa

These are age-adjusted rates per 100,000 residents.			
* Significantly higher rate compared to the county. 			

Death rates are likely higher than
these numbers suggest. This is because
diabetes is underreported as a cause of
death. Sixty-five percent of people with
diabetes die of heart disease or stroke;
however, death certificates may not list
diabetes as the primary or contributing
cause of death.1 Therefore, the number
of diabetes deaths is likely higher and
may continue to rise as risk factors, such
as obesity, increase in prevalence.2

Estimated Cases
In Contra Costa, approximately 40,000
adults 18 years and older are diagnosed
with diabetes, resulting in a diabetes
prevalence of 5.3% for the county.3 The
prevalence of diabetes among men and
women in Contra Costa is nearly the same
(6.1% vs. 4.5% respectively).
Contra Costa’s diabetes prevalence
(5.3%) exceeds the national Healthy
People 2010 objective (2.5%).
Analyses of diabetes cases by city and
race/ethnicity at the county level were
not possible due to small numbers, but
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we can look to the Greater Bay Area4 to
learn how diabetes affects our community.
Contra Costa’s diabetes prevalence
(5.6%) is similar to the prevalence for
the Greater Bay Area region (6.5%) and
California (7.0%).
In the Greater Bay Area, more than onethird of diabetes cases are among Whites
(130,000), a quarter of the cases are Latino
(91,000), followed by Asians (72,000), and
African Americans (42,000).

Diabetes affects some racial groups
more than others. Even though African
Americans have far fewer cases of
diabetes diagnosed, African Americans
are almost twice as likely to be diagnosed
with diabetes compared to the region as
a whole and Whites. African Americans
have a higher prevalence (12.3%)
compared to the region overall (6.5%)
and Whites (4.7%). Whites are less likely
to be diagnosed with diabetes compared
to the county overall.

Diabetes Cases by Race/Ethnicity			

Table 4. Greater Bay Area adults 18 years and older 2005
			

Cases

Percent

Prevalence

White

130,000

37.8%

**4.7%

Latino

91,000

26.5%

9.2%

Asian

72,000

20.9%

6.5%

African American 42,000

12.2%

*12.3%

100.0%

6.5%

Greater Bay Area 344,000

* Significantly higher prevalence compared to the region overall.			
** Significantly lower prevalence.
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Throughout California, American Indians/
Alaska Natives and Latinos also have
a higher risk for being diagnosed with
diabetes. State estimates show that 12.5%
of American Indians/Alaska Natives have
been diagnosed with diabetes.5 Statewide,
Latinos have the highest prevalence within
each age group, in part because many
Latinos are diagnosed with diabetes at
younger ages than other groups.5
In the Greater Bay Area, men and women
are equally likely to be diagnosed with
diabetes. The prevalence of diabetes
among men and women is similar (7.4%
men, 5.5% women) compared to the
region as a whole (6.5%)

attributed to the rise in Type 2 diabetes,
which is being increasingly diagnosed at
younger ages.7
The alarming increase in obesity, a major
risk factor for diabetes, may indicate
a rise in future diabetes cases. Among
California’s adults not diagnosed with
diabetes, more than one-third are
overweight and an additional one-fifth
are obese. These 12.8 million adults
are at risk for developing diabetes and
some may already have the condition.5
For more information, see the obesity
sections of this report.

People become more likely to develop,
and die from, diabetes as they get
older. In Contra Costa, adults 65 years
and older are nearly six times as likely to
be diagnosed with diabetes than younger
adults (17.5% vs. 3.1%). In California,
diabetes prevalence among adults age 65
and over increased from 15.1% in 2003 to
17.5% in 2005.5

Diabetes is a major cause of disability.
People with diabetes are more likely to
experience blindness, kidney failure, leg
and foot amputations, heart disease and
stroke. Many of these outcomes can be
managed and even prevented. Access
to health care, medical screening and
education regarding diet and exercise
are critical in treating current cases
and abating the potential wave of new
diagnoses.

Diabetes cases will continue to rise. In
the past 15 years, the number of people
with diabetes in the U.S. has increased
by more than 50%.6 This is largely

There are 3 types of diabetes. Diabetes
mellitus is a chronic disease in which the
body makes too little insulin or does not
use it effectively.5 There are two main
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types of diabetes – type 1 and type 2 –
and gestational diabetes. Type 1 diabetes,
also known as insulin-dependent diabetes,
is an autoimmune disease and most
typically occurs in children and young
adults. Type 2 diabetes, formerly known
as “adult onset”, accounts for 90-95%
of diabetes cases and most often occurs
after the age of 40. Type 2 diabetes is
linked to obesity and physical activity.
Gestational diabetes, which develops
during pregnancy, usually disappears
after delivery but can increase the
mother’s risk of Type 2 diabetes later in
life.8

Data Sources: Diabetes
Text
1. The Centers for Disease Control and Prevention (CDC),
National Center for Chronic Disease Prevention and Health
Promotion Diabetes. (2005). National Diabetes Fact Sheet:
Complications of Diabetes in the United States. Retrieved
January 22, 2007 from the CDC website: http://www.cdc.gov/
diabetes/pubs/estimates05.htm#complications
2. Ogden C.L., Flegal K.M., Carroll M.D., Johnson C.L.(2002).
Prevalence and trends in overweight among U.S .Children and
Adolescents, 1999-2000. JAMA 288, 1728-32.
3. Regents of the University of California (2005). California
Health Interview Survey’s AskCHIS. Retrieved on April 10, 2007
from the CHIS website: http://www.chis.ucla.edu/.
4. The Greater Bay Area includes the counties of Santa Clara,
Alameda, Contra Costa, San Francisco, San Mateo, Sonoma,
Solano, Marin and Napa.
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5. Diamant A.L., Babey S.H.. Brown E.R., Hastert T.A. (2005).
Diabetes on the Rise in California. Los Angeles: UCLA Center
for Health Policy Research
6. American Diabetes Association. (n.d.). Diabetes Statistics:
Prevalence, 2006. Retrieved January 22, 2007 at the American
Diabetes Association website: www.diabetes.org
7. Gerberding J., CDC. (2005). Diabetes: Disabling, Deadly and
On the Rise, 2005. At a Glance Report, May 2005. Retrieved
May 31, 2006 at the CDC website: www.cdc.gov/nccdphp/
publications/aag/pdf/aag_ddt2005.pdf;
8. CDC, National Center for Chronic Disease Prevention and
Health Promotion Diabetes. (n.d.) National diabetes fact
sheet: general information and national estimates on diabetes
in the United States, 2005. Atlanta, GA: U.S. Department of
Health and Human Services. Retrieved January 30, 2007 from
the CDC website: http://www.cdc.gov/diabetes/pubs/pdf/
ndfs_2005.pdf
Tables
Tables 1-3: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations of conclusions of the data have
been reached by CHAPE and are not from the CDHS. In Table
1, data for the following race/ethnicity groups was excluded
due to small numbers: American Indian/Alaska Native, Native
Hawaiian/Pacific Islanders, Two or More Races, and Other. Due
to unstable estimates, rates could not be calculated for these
groups. Tables 2 and 3 include all race/ethnic groups including
those mentioned above. These tables include total deaths and
age-adjusted average annual death rates for 2002 through
2004.
ICD10 coding for diabetes mellitus (ICDE10-E14) from the
Centers for Disease Control and Prevention National Center
for Health Statistics, available online at: http://www.cdc.
gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.

Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at: http://www.
healthypeople.gov/
Table 4: Local data about diabetes from the California Health
Interview Survey’s AskCHIS data query system, copyright©
2005 the Regents of the University of California, all rights
reserved, available online at: http://www.chis.ucla.edu/. Data
analysis performed January 10, 2007. Data for the following
race/ethnicity groups was excluded due to small numbers:
American Indian/Alaska Natives, Native Hawaiian/ Pacific
Islanders, and Two or More Races. Due to unstable estimates,
percentages could not be calculated for these groups. Ask
CHIS data are generated from a telephone survey that asks
questions to a randomly selected group of residents in Contra
Costa and other counties in California. Responses are then
weighted to represent the county, region, and state as whole.
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Heart Disease

Heart disease kills more residents than cancer or injury.

The age-adjusted death rate from heart
disease is lower in Contra Costa (179.9
per 100,000) than California (202.7 per
100,000).
Contra Costa’s death rate from heart
disease (179.9 per 100,000) does not
meet the Healthy People 2010 objective
(166.0 per 100,000).
The majority of deaths from heart disease
occur among Whites (4,056), followed by
African Americans (581), Asians (318) and
Latinos (290).

• African Americans are
more likely to die of
heart disease.
• Residents of San Pablo,
Oakley, Richmond,
Martinez, Antioch and
Pittsburg have higher
death rates from heart
disease.
• On average, 1,760
residents die from heart
disease each year.

Local Findings

In Contra Costa, heart disease accounts
for 25.5% of all deaths, making it
the number one cause of death in our
county. From 2002-2004, there were
5,280 Contra Costa residents who died
of heart disease. This means that, on
average, 1,760 residents of Contra Costa
die from heart disease each year.

• Contra Costa’s death
rate from heart disease
(179.9 per 100,000) does
not meet the Healthy
People 2010 objective.

Even though African Americans die in
far fewer numbers than Whites, African
Americans are more likely to die from
heart disease. African Americans have
the highest rate of death due to heart
disease (305.5 per 100,000) – almost
twice the rate of the county overall
(179.09 per 100,000) and Whites (182.3
per 100,000), and over twice the rate of
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Heart Disease Deaths by Race/Ethnicity 			
Table 1. Contra Costa County 2002-2004
			

White

Deaths

4,056

African American 581

Percent

Rate

76.8%

182.3

11.0%

*305.5

Asian

318

6.0%

**116.8

Latino

290

5.5%

**131.7

Contra Costa

5,280

100.0%

179.9

These are age-adjusted rates per 100,000 residents.			
* Significantly higher rate compared to the county. 			
** Significantly lower rate.			

Asians (116.8 per 100,000) and Latinos
(131.7 per 100,000). This difference may
be linked to the high prevalence of risk
factors for heart disease such as high
blood pressure, cholesterol, diabetes,
smoking, and obesity in the African
American community.
Whites are equally likely to die from
heart disease and Latinos and Asians
are less likely to die from heart disease
compared to the county overall.
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In Contra Costa, men are more likely
to die from heart disease (219.0 per
100,000) than the county overall (179.9
per 100,000) and women (149.7 per
100,000). Women are less likely to die
from heart disease than the county
overall. Although men are more likely to
die for heart disease, slightly more than
half of the deaths from heart disease
occur among women (2,675, 50.7%).

Heart disease Deaths by Gender			
Table 2. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

Women

2,675

50.7%

**149.7

Men

2,605

49.3%

*219.0

Contra Costa

5,280

100.0%

179.9

These are age-adjusted rates per 100,000 residents.			
* Significantly higher rate compared to the county. 			
** Significantly lower rate.			

Heart disease death rates are higher in
some communities. People living in San
Pablo, Oakley, Richmond, Martinez, and
Antioch are more likely to die from heart
disease compared to the county overall.
Residents of Walnut Creek are less likely
to die of heart disease than the county

overall. However, a large number of deaths
from heart disease occur among people
living in Walnut Creek (779), followed by
Richmond (659), Concord (644), Antioch
(411) and Pittsburg (279).
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Heart Disease Deaths by Place			
Table 3. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

Walnut Creek

779

14.8%

**156.1

Richmond

659

12.5%

*265.2

Concord

644

12.2%

199.7

Antioch

411

7.8%

*222.7

Pittsburg

279

5.3%

*219.9

San Pablo

250

4.7%

*353.0

Oakley

106

2.0%

*310.0

Martinez

217

4.1%

*235.6

Brentwood

141

2.7%

202.7

Pinole

124

2.4%

200.3

75

4.4%

229.9

5,280

100.0%

179.9

Bay Point
Contra Costa

These are age-adjusted rates per 100,000 residents.
* Significantly higher rate compared to the county.			
** Significantly lower rate.			
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More improvement is still needed.1
Despite declines in recent years, heart
disease remains the leading cause of
death and of premature and permanent
disability in the United States for men,
women and for nearly every racial and
ethnic group. On average, one death
from heart disease occurs every 35
seconds. Although heart disease is more
common among adults age 65 and older,
the number of sudden deaths from heart
disease among people age 15-34 years
has increased.
Heart Disease can be prevented. Heart
disease can and does occur at any age.
With timely treatment and management
of risk factors, the risk of death and
disability can be lowered. National
guidelines suggest that blood pressure be
checked regularly and blood cholesterol
level be checked every five years.2
Studies suggest that a 10% decrease in
total cholesterol levels may reduce the
development of coronary heart disease
by almost 30%.2
People can reduce their risk for heart
disease by not smoking, adopting a
healthy diet, becoming physically active,
controlling their weight, reducing stress,
and avoiding other chronic conditions
such as diabetes.3

Data Sources: Heart Disease
Text
1. National Center for Chronic Disease Prevention and Health
Promotion, Centers for Disease Control and Prevention (n.d.).
Women and Heart Disease Fact Sheet. Retrieved February
21, 2007 from the CDC website: www.cdc.gov/dhdsp/libaray/
fs_men_heart.htm.
2. National Center for Chronic Disease Prevention and Health
Promotion, CDC(n.d.). At a Glance: Addressing the Nation’s
Leading Killers 2006. Retrieved February 21, 2007 from the
CDC website: www.cdc.gov/nccdphp/publications/aag/pdf/
aag_cvh2006.pdf.
3. National Center for Chronic Disease Prevention and Health
Promotion, CDC (n.d.). Men and Heart Disease Fact Sheet.
Retrieved February 21, 2007 from the CDC website: www.cdc.
gov/dhdsp/libaray/fs_men_heart.htm.
Tables
Tables 1-3: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations of conclusions of the data have
been reached by CHAPE and are not from the CDHS. In Table
1, data for the following race/ethnicity groups was excluded
due to small numbers: American Indian/Alaska Native, Native
Hawaiian/Pacific Islanders, Two or More Races, and Other. Due
to unstable estimates, rates could not be calculated for these
groups. Tables 2 and 3 include all race/ethnic groups including
those mentioned above. These tables include total deaths and
age-adjusted average annual death rates for 2002 through
2004.
ICD10 coding for diseases of the heart (ICD I00-109, I11, I13,
I20-I51) from the Centers for Disease Control and Prevention
National Center for Health Statistics, available online at:
http://www.cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
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Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Healthy People 2010 objectives from the U.S. Department
of Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at: http://www.
healthypeople.gov/
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Stroke

Stroke is the third leading cause of death.

The age-adjusted death rate from
stroke is higher in Contra Costa (57.8
per 100,000) than California (52.3 per
100,000).
Contra Costa’s stroke death rate (57.8
per 100,000) does not meet the national
Healthy People 2010 objective (50.0 per
100,000).
In Contra Costa, the majority of deaths
from stroke occur among Whites (1,269),
followed by African Americans (155),
Asians (138) and Latinos (105).
Although African Americans die in far
fewer numbers than Whites, African
Americans are more likely to die from
stroke. African Americans have the highest
death rate from stroke (85.0 per 100,000)
– higher than rates for the county overall
(57.8 per 100,000), Whites (56.6 per
100,000), Asians (51.8 per 100,000) and
Latinos (48.5 per 100,000). Demographics
indicate that this difference is not due
to the age of the population and may

• African Americans are
most likely to die of
stroke.

Local Findings

In Contra Costa, strokes account for
8.1% of all deaths. From 2002-2004,
there were 1,683 Contra Costa residents
who died of stroke. This means that on
average, 561 residents of Contra Costa
die from stroke each year.

• Residents of Oakley,
San Pablo, Pittsburg and
Antioch are more likely to
die from stroke.

• On average, 561 residents
die from stroke each year.
• Contra Costa’s stroke
death rate (57.8 per
100,000) does not meet
the Healthy People 2010
objective.

be linked to the high prevalence of risk
factors for stroke such as high blood
pressure, diabetes, smoking, and obesity
in the African American community.
Editor’s note:
In this report, we discuss
stroke and heart disease as
separate topics. Some health
reports group stroke and
heart disease together under
the heading “cardiovascular
disease”.
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Stroke Deaths by Race/Ethnicity 			
Table 1. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

1,269

75.4%

56.6

African American

155

9.2%

*85.0

Asian

138

8.2%

51.8

Latino

105

6.2%

48.5

1,683

100.0%

57.8

White

Contra Costa

These are age-adjusted rates per 100,000 people.			
Significantly higher rate compared to the county.

*

The death rate from stroke is similar
among men and women (58.6 vs. 56.5 per
100,000) and Contra Costa overall (57.8
per 100,000). Over half of the deaths
from stroke occur among women (1,014,
60.2%).
Stroke Deaths by Gender

Table 2. Contra Costa County 2002-2004
			

Women
Men
Contra Costa

Deaths

Percent

1,014

60.2%

56.5

669

39.8%

58.6

1,683

100.0%

57.8

These are age-adjusted rates per 100,000 people.
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Rate

Stroke Deaths by Place

Table 3. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

Walnut Creek

318

18.9%

57.8

Concord

208

12.4%

64.8

Richmond

169

10.0%

69.4

Antioch

134

8.0%

*73.7

Pittsburg

99

5.9%

*78.7

San Pablo

69

4.1%

*97.9

Martinez

59

3.5%

66.1

Brentwood

53

3.1%

80.3

Oakley

36

2.1%

*111.4

Pinole

36

2.1%

58

Bay Point

24

1.4%

76.4

1,683

100.0%

57.8

Contra Costa

These are age-adjusted rates per 100,000 people.			
* Significantly higher rate compared to the county.			

Stroke death rates are higher in some
communities. Residents of Oakley, San
Pablo, Pittsburg and Antioch are more
likely to die from stroke compared to
Contra Costa overall. A large number of
deaths from stroke in Contra Costa occur
among people living in Walnut Creek (318),
Concord (208), Richmond (169), Antioch
(134) and Pittsburg (99).
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Stroke death rates are improving but
still taking a toll. Despite declines in
recent years, stroke remains the third
leading cause of death in the United
States and a leading cause of serious,
long-term disability.1 On average, every
3 to 4 minutes someone in the U.S. dies
of a stroke.2

What is a stroke?3
A stroke occurs when the blood supply
to the brain is cut off (ischemic stroke)
or when a blood vessel bursts (a
hemorrhagic stroke). Most strokes are
of the ischemic type, which are caused
mainly by blood clots and atherosclerosis.
Without oxygen, brain cells begin to die
resulting in possible death or permanent
disability.
It is very important to recognize the
symptoms of a stroke and respond quickly
with medical attention. Symptoms for
stroke include sudden numbness in the
face and extremities, trouble seeing,
speaking and/or walking, severe headache
with no known cause, loss of balance and
general confusion.

Who is at risk?3
Strokes can and do happen at any age,
however nearly three quarters of strokes
occur in people over the age of 65 years.
The risk of having a stroke more than
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doubles with each decade after the age of
55. High blood pressure, heart disease,
diabetes, smoking and having had a
previous stroke or heart attack increase
a person’s risk of having a stroke. With
timely treatment and management of risk
factors, the risk of death or disability
from stroke can be lowered.

Data Sources: Stroke
Text
1. Paynter N., Denny C.H., Greenlund K.J., Croft J.B., Mensah
G.A. (2004). Declining Prevalence of No Known Major Risk
Factors for Heart Disease and Stroke Among Adults --- United
States, 1991—2001. MMWR Weekly, 53 (01); 4-7. Retrieved
February 9, 2007 from the Center for Chronic Disease
Prevention and Health Promotion, Centers for Disease Control
and Prevention website at: http://www.cdc.gov/mmwr/preview/
mmwrhtml/mm5301a2.htm
2. Rosamond W., Flegal K., Friday G., Furie K., Go A.,
Greenlund K., Haase N., Ho M., et al. (2007). Heart Disease and
Stroke Statistics –2007 Update: A Report from the American
Heart Association Statistics Committee and Stroke Statistics
Subcommittee. Circulation (115) 69-171. Retrieved December
28, 2006 from the American Heart Association website at:
http://circ.ahajournals.org/cgi/content/full/115/5/e69

Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at: http://www.
healthypeople.gov/

3. American Stroke Association, Division of American Heart
Association (n.d.). Signs and Symptoms of a Stroke. Retrieved
on February 8, 2007 from the American Stroke Association
website: http://www.strokeassociation.org/presenter/
jhtml?identifier=1033.

Tables
Tables 1-3: Mortality data from the California Department
of Health Services (CDHS) website, http://www.dhs.ca.gov/,
Center for Health Statistics’ Death Statistical Master File,
2002-2004. Any analyses, interpretations or conclusions of
the data have been reached by CHAPE and are not from the
CDHS. In Table 1, data for the following race/ethnicity groups
was excluded due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, rates could not be
calculated for these groups. Tables 2 and 3 include all race/
ethnic groups including those mentioned above. These tables
include total deaths and age-adjusted average annual death
rates for 2002 through 2004. Data was not available for all
communities.
ICD10 coding for cerebrovascular disease (ICD I60-169) from
the Centers for Disease Control and Prevention National
Center for Health Statistics, available online at: http://www.
cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf
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Childhood Asthma

Asthma is one of the leading chronic childhood diseases.
Hospitalization

Hospitalization rates represent the most
severe asthma cases and only the “tip of
the iceberg” in any given population. For
every child hospitalized, several more
seek care at clinics, have asthma and
manage it on an ongoing basis, or are
not being treated at all.1
Hospitalizations for asthma should be
largely preventable if patients and their
families are educated about the disease
and have access to quality health care.11
In Contra Costa, the highest number
of hospitalizations for asthma is among
White children (346), followed by African
American (297), Latino (239), and Asian
children (76).

• 41,000 children are
diagnosed with asthma.
• African American
children are more likely
to be diagnosed and
hospitalized for asthma.
• Children in San Pablo
and Richmond are more
likely to be hospitalized
for asthma.

Local Findings

Between 2002-2004, there were 1,052
hospitalizations for asthma among
Contra Costa children 0-14 years old.
This means that, on average, there are
351 hospitalizations in Contra Costa due
to childhood asthma each year. The ageadjusted rates of asthma hospitalization
for children living in Contra Costa and
California are virtually the same (17.0 vs.
17.2 per 10,000).

What is asthma?
Asthma is a chronic respiratory disease
caused by the inflammation and narrowing
of small airways in the lungs.8 Symptoms
include shortness of breath, wheezing,
breathlessness, chest pain or tightness,
and nighttime or early morning coughing.
Risk factors for asthma include genetic
predisposition, environmental exposures
such as dusty or smoke-filled rooms, and
behaviors such as vigorous exercise.10
Some people have mild asthma while others
have severe cases with more frequent lifethreatening attacks. While we still don’t
know what causes asthma, we do know how
it works and how to treat it.
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Even though there are more asthma
hospitalizations among Whites, African
American children have the highest rates
of asthma hospitalization (49.0 per
10,000) – higher than the county overall
(17.0 per 10,000), and higher than White
(12.3 per 10,000), Latino (13.3 per 10,000),
and Asian children (13.0 per 10,000).
African American children are hospitalized
for asthma at a rate almost four times that
of White, Asian and Latino children and
almost three times that of the county’s
children overall.
Some environmental triggers such as
mold, dust, and smoke, and poor access

to health care may be more prevalent in
African American communities.2 Other
studies have identified differences in
asthma medication management and
genetic predisposition to asthma between
African American and White children.3,4
Children living in San Pablo and Richmond
have significantly higher hospitalization
rates for asthma than do children in
other communities. The rate of childhood
hospitalization for asthma in San Pablo
is 41.2 per 10,000. The childhood asthma
hospitalization rate in Richmond (30.5
per 10,000) is higher than the overall
county rate (17.0 per 10,000).

Asthma Hospitalizations by Race/Ethnicity			
Table1. Contra Costa Children 0-14 yrs, 2002-2004
			

Cases

Percent

Rate

White

346

32.9%

**12.3

African American

297

28.2%

*49.0

Latino

239

22.7%

**13.3

76

7.2%

**13.0

1,052

100.0%

17.0

Asian
Contra Costa

These are age-adjusted rates per 10,000 children.			
* Significantly higher rate compared to the county overall.			
** Significantly lower rate.			
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Children living in Antioch, Concord,
Brentwood, and Walnut Creek are less
likely to be hospitalized than children in
the county overall.
The highest number of hospitalizations
is among children in Richmond (222),
followed by Pittsburg and Bay Point (119),
San Pablo (106), Antioch (98) and Concord
(95).

Boys (21.5 per 10,000) are more likely
to be hospitalized for asthma than girls
(12.3 per 10,000) and the county overall.
More than half of all hospitalizations for
asthma in Contra Costa are among boys
(64.7% boys vs. 35.3% girls). Conversely,
girls are less likely to hospitalized
for asthma than boys and the county
overall.

Asthma Hospitalizations by Place			
Table 2. Contra Costa Children 0-14 yrs, 2002-2004
			

Cases

Percent

21.1%

*30.5

Pittsburg & Bay Point 119

11.3%

17.5

San Pablo

106

10.1%

*41.2

Antioch

98

9.3%

**12.0

Concord

95

9.0%

**11.7

Martinez

40

3.8%

20.2

Oakley

34

3.2%

14.2

Brentwood

33

3.1%

**10.3

Walnut Creek

29

2.8%

**10.3

Pinole

25

2.4%

22.5

1,052

100.0%

17.0

Richmond

Contra Costa

222

Rate

These are age-adjusted rates per 10,000 children.			
* Significantly higher rate compared to the county overall.			
** Significantly lower rate.			
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Asthma Hospitalizations by Gender			
Table 3. Contra Costa Children 0-14 yrs, 2002-2004
		

Cases

Percent

Rate

Boys

681

64.7%

*21.5

Girls

371

35.3%

**12.3

1,052

100.0%

17.0

Contra Costa

These are age-adjusted rates per 10,000 children.			
* Significantly higher rate compared to the county overall.			
** Significantly lower rate.			

Estimated Cases
In Contra Costa, approximately 41,000
children, 1-14 years, are diagnosed with
asthma.5 The prevalence of asthma among
boys and girls in the county is virtually
the same (21.3% vs. 22.1% respectively).
Editor’s note: Analyses of
Contra Costa asthma cases
by place and race/ethnicity
were not possible due to
small numbers, but we can
look to California overall for
an indication of how asthma
affects our community. The
prevalence of asthma among children 1-14 years
in Contra Costa and California is similar (21.7%
vs.14.8% respectively).

168

Asthma continues to disproportionately
affect African American children. In
California, nearly half of the children
diagnosed with asthma are Latino
(511,000, 45.7%), almost one-third are
White (358,000, 32.1%), followed by
African American (99,000, 8.9%), and
Asian children (87,000, 7.8%).
Even though African Americans have
fewer asthma cases diagnosed, African
American children are more likely to
be diagnosed with asthma compared to

California’s children as a whole. African
American children have the highest
asthma prevalence (22.1%) – higher than
the county overall (14.8%), White (14.7%),
Latino (14.2%), and Asian (11.9%) children.
Explanations for asthma-related health
disparities are not clear, however some
environmental triggers for asthma as
well as poor access to health care may
be more prevalent in African American
communities.

Asthma Cases by Race/Ethnicity			
Table 4. California Children 1-14 yrs, 2005
			

Cases

Percent

Prevalence

Latino

511,000

45.7%

14.2%

White

358,000

32.1%

14.7%

African American

99,000

8.9%

*22.1%

Asian

87,000

7.8%

11.9%

1,117,000

100.0%

14.8%

California

These prevalence percentages are crude rates unadjusted for age.			
* Significantly higher prevalence compared to the state overall.			
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In addition to African Americans,
American Indians/Alaska Natives, may
also have a higher risk for being diagnosed
with asthma. Although the population
group is too small for local analysis,
state estimates show that almost onethird (31.7%) of American Indians/Alaska
Natives 1-17 years old are diagnosed with
asthma.
In California, boys have a higher
prevalence of asthma than girls and are
more likely to be diagnosed with asthma
compared to girls. Boys make up more
than half (58.4%) of the asthma cases
diagnosed in California.

Asthma rates remain high.
Asthma is one of the leading chronic
childhood diseases in the United States6
and a major cause of childhood disability.7
Asthma diagnoses and hospitalization
rates among children remain at historically
high levels following dramatic increases
from 1980 until the late 1990s.8

Asthma burdens the child
and family.
Asthma may limit a child’s ability to play,
learn, and sleep, necessitates potentially
complex and expensive interventions,9
and often results in missed school days
and workdays for parents.

Asthma Cases by Gender			

Table 5. California Children 1-14 yrs, 2005
			

Cases

Percent

Prevalence

Male

652,000

58.4%

16.8%

Female

465,000

41.6%

12.6%

1,117,000

100.0%

14.8%

California

These percentages are crude rates unadjusted for age.			
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How is asthma treated?
An individual’s asthma management plan
should be developed with a physician,
parents, and other caregivers. The
plan should be guided by the severity
of the person’s asthma, the benefits
and drawbacks of each treatment, and
opportunities to reduce asthma triggers.
In addition, families need to know what
actions to take if faced with an asthma
emergency. As people with asthma grow
and change, their asthma also changes
and their management plans should
address those changes. Routine follow-up
care is an integral part of good asthma
management.

More research is needed
An increasing number of studies have
explored the association between asthma
and obesity,12, 13 but the exact relationship
is not known. However, data from the
California Healthy Kids Survey found that
students who were overweight and obese
had the highest percentage of asthma
(20.3 and 21.9% respectively). Because we
have seen higher prevalence of asthma in
adolescents who are overweight or obese,
management plans must include proper
nutrition and appropriate physical
activity.

Data Sources: Asthma
Text
1. Roberts E., (2004). Data User Guideline #2: OSHPD
Hospitalization Data. Community Action to Fight Asthma.
Retrieved January 29, 2007 from the CAFA website: http://
www.calasthma.org/resources/show_resource/256/.
2. Stockman J.K., Garcia K., Von Behren J., Bembom O., Shaikh
N., Kreutzer R. (2004). Asthma Disparities Among African
Americans, California Asthma Facts, 2 (1). Retrieved January
27, 2007 from the Environmental Health Investigations Branch,
California Department of Health Services website: http://www.
californiabreathing.org
3. Lieu T.A., Lozano P., Finkelstein J.A., et al. (2002). Racial
/ethnic variation in asthma status and management practices
among children in managed Medicaid. Pediatrics, 109(5):
857-65 In Stockman J.K., Garcia K., Von Behren J., Bembom
O., Shaikh N., Kreutzer R. (2004). Asthma Disparities Among
African Americans, California Asthma Facts, 2 (1). Retrieved
January 27, 2007 from the Environmental Health Investigations
Branch, California Department of Health Services website:
http://www.californiabreathing.org
4. Joseph C.I., Ownby D.R., Peterson E.L., et al. (2000). Racial
differences in physiologic parameters related to asthma
among middle-class children. Chest 117(5): 1336-44 In
Stockman J.K., Garcia K., Von Behren J., Bembom O., Shaikh
N., Kreutzer R. (2004). Asthma Disparities Among African
Americans, California Asthma Facts, 2 (1). Retrieved January
27, 2007 from the Environmental Health Investigations Branch,
California Department of Health Services website: http://www.
californiabreathing.org
5. Regents of the University of California (2005). California
Health Interview Survey’s AskCHIS. Retrieved on January 29,
2007 from the CHIS website: http://www.chis.ucla.edu/.
6. Adams P.F., Herndershot G.E. (1996). Current estimates from
the National Health Interview Survey. Vital Health Stat 10
(200) In Akinbami L.J. (2006). The State of Childhood Asthma,
United States, 1980-2005. Advance Data from Vital and
Health Statistics (381), Hyattsville, MD: National Center for
Health Statistics.
7. Newacheck P.W., Halfton N. (2006). Prevalence, impact, and
trends in childhood disability due to asthma. Arch Pediatr
Adolesc Med 154 (3): 287-93 In Akinbami L.J. (2006). The State
of Childhood Asthma, United States, 1980-2005. Advance
Data from Vital and Health Statistics (381), Hyattsville, MD:
National Center for Health Statistics.
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8. Akinbami L.J. (2006). The State of Childhood Asthma, United
States, 1980-2005. Advance Data from Vital and Health
Statistics (381), Hyattsville, MD: National Center for Health
9. Williams D.M. (2006). Considerations in the longterm
management of asthma in ambulatory patients. Am J Health
Sys Pharm 63 (10 Suppl 3): S14-S21. In Akinbami L.J. (2006). The
State of Childhood Asthma, United States, 1980-2005. Advance
Data from Vital and Health Statistics (381), Hyattsville, MD:
National Center for Health.
10. Mendez-Luck C.A., Yu H., Meng Y.Y., Chia J., Jhawar M.,
Sripipatana A..,Wallace A.P. (2004) Asthma among California’s
Children, Adults and the Elderly: A Geographic Look by
Legislative Districts. Los Angeles: UCLA Center for Health
Policy Research.
11. Homer C.J., Szilagyi P., Rodewald L., Bloom S.R., et al.
(1996) Does quality of care affect rates of hospitalization
for childhood asthma. Pediatrics 98(1): 18-23 In Akinbami L.J.
(2006). The State of Childhood Asthma, United States, 19802005. Advance Data from Vital and Health Statistics (381),
Hyattsville, MD: National Center for Health Statistics.
12. Gilliland F.D., Berhane K., et al.(2003). Obesity and the risk
of newly diagnosed asthma in school-age children. American
Journal of Epidemiology (158):406-415 In Etherton M., Kig G.,
Rossi D., Shrem D., Bolcoa J., Kreutzer R., Cowan B. (2006).
Asthma and Obesity: Results from the California Health Kids
Survey, 2001-2003. California Asthma Facts, 3(1). Retrieved
from the Environmental Health Investigations Branch,
California Department of Health Services website: http://
californiabreathing.org/files/californa_asthma_facts_obesity.
pdf
13. California Department of Health Services (2006). Asthma
and Obesity: Results from the California Health Kids Survey,
2001-2003. California Asthma Quick Facts Supplement to
California Asthma Facts, 3(1), Suppl.1. Retrieved January 20,
2007 from the Environmental Health Investigations Branch,
California Department of Health Services website: http://
californiabreathing.org/files/californa_asthma_facts_obesity.
pdf

Tables
Table 1: Data for the following race/ethnicity groups was
excluded due to small numbers: American Indian/Alaska
Natives, Native Hawaiian/Pacific Islander. Due to unstable
estimates, rates could not be calculated for these groups.
Residents self-reported as “Other” were not included due
to unclear categorization of race/ethnicity and lack of
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denominator. These groups were included in Tables 2 and
3.These tables include total hospitalizations for asthma for
children 0-14 years and age-adjusted hospitalization rates for
2002 through 2004.
Table 1-3: Hospitalization data from the California Office of
Statewide Health Planning and Development, http://www.
sohpd.ca.gov/, Healthcare Quality and Analysis Division,
Health Care Information Resource Center. OSHPD data
includes only those hospitalizations for which asthma was
listed as the primary diagnoses. They do not include treatment
that takes place in a doctor’s office, health clinic or emergency
room. A single child can be counted multiple times for multiple
asthma hospitalizations.

Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Table 4: data for the following race/ethnicity groups was
excluded due to small numbers: Asians, American Indian/Alaska
Natives, Native Hawaiian/ Pacific Islanders, and Two or More
Races. Due to unstable estimates, percentages could not be
calculated for these groups. These groups were included with
all race/ethnic groups in Table 5.
Table 4,5: Local data about asthma from the California Health
Interview Survey’s AskCHIS data query system, copyright©
2005 the Regents of the University of California, all rights
reserved, available online at: http://www.chis.ucla.edu/. Data
analysis performed February 6, 2007.
Ask CHIS data are generated from a telephone survey that
asks questions to a randomly selected group of residents in
Contra Costa and other counties in California. Responses are
then weighted to represent the county, region, and state as
whole.

Overweight & Obesity in Adults
Almost two-thirds of Contra Costa adults are either
overweight or obese

• Nearly half a million
adults are either
overweight or obese.
• The proportion of adults
who are obese (25%) is
almost twice the Healthy
People 2010 objective
(15%).

The proportion of adults in Costa Contra
who are either overweight or obese
(60.1%) is similar to the state (57.2%) but
higher than the Greater Bay Area (51.2%).
These comparisons hold true when looking
at obesity alone. One quarter (25.0%) of
Contra Costa adults are obese, similar
to California (21.6%) but higher than the
Greater Bay Area (19.0%).

Local Findings

One quarter of Contra Costa adults who
are at least 20 years old are obese -almost twice the Healthy People 2010
objective of 15%.

Percent Overweight & Obese Adults		
Table 1. Residents ages 20 years & older, 2005
		

Overweight & Obese
(BMI 25+)

Obese
(BMI 30+)

Contra Costa

60.1%

*25.0%

California

57.2%

*21.6%

**51.2%

*19.0%

NA

15.0%

Greater Bay Area
Healthy People 2010

Estimates are not age adjusted.		
* Significantly higher than the Healthy People 2010 objective.		
** Significantly lower than Contra Costa.		
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Overweight & Obese Adults		

Table 2. Contra Costa residents ages 20 years & older, 2005
		

Number

Percent

Overweight (BMI 25.0-29.99)

252,000

*35.1%

Obese (BMI 30+)

180,000

25.0%

Overweight & Obese

432,000

60.1%

Estimates are not age adjusted.		
* Significantly higher compared to percent obese.		

A higher proportion of Contra Costa
adults are overweight (35.1%) versus obese
(25.0%). Overall, nearly half a million
adults in the county are either overweight
(252,000) or obese (180,000).
Men in Contra Costa are more likely
than women to be too heavy. More than
two-thirds (69.1%) of men in the county
are overweight or obese compared to

just over half (51.5%) of all women. This
gender difference is driven by differences
in those residents who are overweight
but not obese. A higher proportion of
men (44.2%) are overweight compared to
women (26.3%).
In addition, greater numbers of men
(244,000) than women (189,000) in the
county are overweight or obese.

Percent Overweight & Obese Adults by Gender 			
Table 3. Contra Costa residents ages 20 years & older, 2005
		

Men

Overweight & Obese
(BMI 25+)

Overweight
(BMI 25.0-29.99)

Obese
(BMI 30+)

*69.1%

*44.2%

24.9%

Women

51.5%

26.3%

25.2%

Contra Costa

60.1%

35.1%

25.0%

Estimates are not age adjusted.			
* Significantly higher compared to females.		
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Overweight & Obese Adults by Race/Ethnicity		

Table 4. Greater Bay Area residents ages 20 years & older, 2005
		

Number  

Percent

White

1,382,000

52.0%

Latino

642,000

*67.5%

Asian

311,000

**29.1%

African American

214,000

*66.7%

Two or more races

42,000

51.6%

Native HI/Pacific Islander

17,000

*81.1%

Amer Ind./Alaska Native

14,000

67.8%

2,623,000

51.2%

Greater Bay Area

Estimates are not age adjusted.		
* Significantly higher compared to Greater Bay Area adults overall.		
** Significantly lower		

In the Greater Bay Area, more than half
(51.2%) of all adults are either overweight
or obese. Most of these overweight or
obese adults in the Greater Bay Area are
Whites (1,382,000), followed by Latinos
(642,000), Asians (311,000) and African
Americans (214,000).
Adults from some race/ethnicity groups
in the Greater Bay Area are more likely
to be overweight or obese than others.
Compared to adults in the Greater Bay
Area overall, the following groups have
significantly higher percentages of adults
who are overweight or obese: Native

Editor’s note:
There were too few survey
responses to analyze
overweight and obesity data
for different race/ethnic
groups in Contra Costa County.
The race/ethnicity findings below are for the
Greater Bay Area. See table notes at the end of
this section for further explanation.
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Hawaiians/Pacific Islanders (81.1%),
Latinos (67.5%) and African Americans
(66.7%). A lower percent of Asians (29.1%)
are overweight or obese compared to
adults in the Greater Bay Area overall
(51.2%)
Low-income status is associated with a
higher likelihood of being overweight or
obese. In the Greater Bay Area, 55.8%
of lower-income adults (i.e., those with
a household income less than 200% of
the Federal Poverty Level) are overweight
or obese compared to 49.8% of higher
income adults (i.e. those with a household
income at or above 200% of the Federal
Poverty Level).
Overweight is a complex problem,
requiring multi-faceted solutions
Being overweight or obese increases
a person’s risk for many health issues,
including high blood pressure, type II
diabetes, coronary heart disease, stroke,
some forms of cancer and a number of
sleeping, breathing and joint problems.1,2
Obese people are also up to 50%
more likely to die from all causes than
healthy weight people, mostly due to
cardiovascular problems.3
Over the past 40 years, there have been
dramatic increases in obesity among
adults in the United States. Since 1960,
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the percent of adults who are obese has
more than doubled while the percent of
adults who are overweight but not obese
has remained fairly stable.4 In 20032004, more than two-thirds (67.1%) of
adults in this country were too heavy:
overweight, but not obese (33.2%) and
obese (33.9%).4
Obesity is a complex issue related to
lifestyle, environment and genetics. In
general, excess weight results from an
energy imbalance between food consumed
and energy expended through physical
activity. Many underlying factors have
been linked to the rise in obesity, including
an increase in calorie consumption (e.g.
increasing portion sizes and consumption
of high-calorie drinks and foods) and
more sedentary lifestyles.1,5
Current health recommendations suggest
that adults should get at least 30 minutes
of moderate-intensity physical activity
most days of the week and eat a balanced
diet that includes a variety of fruits and
vegetables, whole grains, lean meats, low
fat dairy, and limited sugar, salt and fat.6
Yet, in 2005, less than half (48.5%) of
California adults ate 5 or more servings
of fruits and vegetables daily7 and a little
more than a third (38.2%) of adults in
the state engaged in at least 30 minutes
of moderate exercise at least 5 days a

week.8 Promoting regular physical activity
and healthy eating and creating social
and physical environments that support
these behaviors is critical to reducing the
obesity epidemic.4 Obesity prevention
requires changes at multiple levels (i.e.,
individual, family, and community) and
across a variety of different sectors (e.g.,
education, government and business)
to assist people in balancing healthful
eating with regular physical activity.9

For more information about BMI for
adults, go to the CDC’s website: http://
www.cdc.gov/nccdphp/dnpa/bmi/adult_
BMI/about_adult_BMI.htm

Definition of overweight and
obese
“Overweight” and “obese” are weight
ranges that are considered heavier than
is healthy for a given height.10 Overweight
and obesity are determined by using
weight and height to calculate a number
called the “body mass index” (BMI). BMI
is used because, for most people, it
correlates with their amount of body
fat. An adult is considered overweight
but not obese with a BMI between 25.0
and 29.9 and obese with a BMI of 30.0 or
higher.10 These BMI ranges for overweight
and obese are based on the relationship
between body weight and disease and
death.10
The formula for adult BMI is:

Adult BMI = 703 x [weight, in
lbs]/[height, in inches]2
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Data Sources: Adult Overweight & Obesity
Text:
1.National Center for Health Statistics (2006). Obesity still a
major problem. Retrieved February 4, 2007 from http://cdc.
gov/nchs/pressroom/06facts/obesity03_04.htm
2.Centers for Disease Control and Prevention (2006).
Overweight and obesity. Retrieved December 6, 2006 from
http://www.cdc.gov/nccdphp/dnpa/obesity/index.htm
3.National Institutes of Health (1998). Clinical guidelines on
the identification, evaluation and treatment of overweight
and obesity in adults: the evidence report. Obesity Research.
6(S)2, 51S-209S. Found in: National Institute of Diabetes and
Digestive and Kidney Diseases of the National Institutes of
Health (2006). Statistics Related to Overweight and Obesity
Fact Sheet.
4.National Center for Health Statistics (2006). Chartbook
on Trends in the Health of Americans. Health, United States,
2006.
5.Barnes, P. (2007) Physical activity among adults: United
States, 2000-2005. National Center for Health Statistics
Health E-Stats. Retrieved April 25, 2007 from http://www.
cdc.gov/nchs/products/pubs/pubd/hestats/physicalactivity/
physicalactivity.htm
6.The U.S. Department of Health and Human Services and the
U.S. Department of Agriculture (2005). Dietary Guidelines
for Americans. Retrieved April 24, 2007 from http://www.
health.gov/dietaryguidelines/dga2005/document/html/
executivesummary.htm
7.California Health Interview Survey (2005).
8.California Department of Health Services, Cancer Prevention
and Nutrition Section (2006). Behavioral Risk Factor
Surveillance Survey Data for the State of California and Its
Regions for Calendar Year 2005.
9.US Department of Health and Human Services, Office of the
Surgeon General (2001). The Surgeon General’s Call to Action
to Prevent and Decrease Overweight and Obesity. Found in
Centers for Disease Control and Prevention (2006). Statespecific prevalence of obesity among adults – United States,
2005. Morbidity and Mortality Weekly Report. September 15,
2006. 55(36), 985-988.
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10.Centers for Disease Control and Prevention, Division of
Nutrition and Physical Activity, National Center for Chronic
Disease Prevention and Health Promotion (2006). Obesity and
overweight: defining overweight and obesity; BMI – Body Mass
Index: About BMI for adults. Retrieved December 12, 2006 from
http://www.cdc.gov/nccdphp/dnpa/obesity/defining.htm

Tables:
Tables 1-4: Adult overweight and obesity data is from the
California Health Interview Survey (CHIS), 2005. Retrieved
January 25, 2007 from http://www.chis.ucla.edu Body mass
index (BMI) data from CHIS is based on self-reported height
and weight and was calculated by CHIS by dividing weight (in
kilograms) by height squared (in meters). Greater Bay Area
data includes the following counties: Alameda, Contra Costa,
Marin, Napa, San Francisco, San Mateo, Santa Clara, Solano
and Sonoma.

Overweight Kids

More than 1 in 4 fifth graders in Contra Costa are overweight

School districts with the greatest number
of overweight 5th graders in the county
West Contra Costa Unified (826), Mt.
Diablo Unified (698), Antioch Unified
(512), Pittsburg Unified (377), San Ramon
Valley Unified (237) and Oakley Union
Elementary (222).
Districts with a higher percent of
overweight 5th graders than the county
overall include: Oakley Union Elementary
(44.1%), Pittsburg Unified (43.7%), West
Contra Costa Unified (35.3%), and
Antioch Unified (33.1%).

• Many overweight 5th
graders in the county
are Latinos.
• Fifth grade boys are
more likely to be
overweight than girls.
• Pacific Islander,
American Indian/Alaska
Native, Latino, and
African American 5th
graders are more likely
to be overweight than
their peers.

Local Findings

In 2005-06, 3,431 fifth graders in Contra
Costa were overweight. Contra Costa fifth
graders are less likely to be overweight
than their peers statewide. The percent
of overweight 5th graders in the county
is lower than that of the state: Contra
Costa (27.5%) versus California (32.6%).

Editor’s note: Whether or
not a child is “overweight” is
assessed in this report using
measurements taken as part
of California Department of
Education’s Physical Fitness
Test. For more information, see
the footnotes.
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Overweight 5th Graders by School District		
Table 1a. Selected Contra Costa Communities, 2005-06

		
District

Number

Percent

West Contra Costa Unified

826

*35.3%

Mt Diablo Unified

698

25.9%

Antioch Unified

512

*33.1%

Pittsburg Unified

377

*43.7%

San Ramon Valley Unified

237

**12.9%

Oakley Union Elementary

222

*44.1%

Martinez Unified

78

24.8%

Walnut Creek Elementary

62

**17.0%

Lafayette Elementary

62

**15.7%

Byron Union Elementary

48

29.1%

Moraga Elementary

47

**20.7%

John Swett Unified

31

25.8%

Orinda Union Elementary

27

**11.7%

Knightsen Elementary

12

22.6%

3,431

27.5%

Contra Costa County

Some school districts are not listed above but are included in the county totals.		
* Significantly higher percent than 5th graders in the county overall. 		
** Significantly lower 		
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Low-income Elementary School Students by School District		
Table 1b. Selected Contra Costa Communities, 2005-06
		

District

Percent low-income

Pittsburg Unified

*75.9%

West Contra Costa Unified

*67.2%

John Swett Unified

*53.6%

Antioch Unified

*41.6%

Contra Costa County
Mt. Diablo Unified

36.6%
36.1%

Oakley Union Elementary

**34.0%

Knightsen Elementary

**24.4%

Martinez Unified

**21.2%

Byron Union Elementary

**13.1%

Walnut Creek Elementary

**9.3%

San Ramon Valley Unified

**1.5%

Lafayette Elementary

**1.3%

Orinda Union Elementary

**0.5%

Moraga Elementary

**0.3%

These students are eligible for free or reduced-priced meals.
* Significantly higher percent than elementary school students in the county overall.
** Significantly lower

Students from low-income communities
are more likely to be overweight than
those in the county overall. Three of the
four Contra Costa school districts with
a greater proportion of overweight 5th
graders (See Table 1a.) also have a greater
proportion of low-income elementary

school students than the county overall:
Pittsburg Unified, West Contra Costa
Unified, and Antioch Unified. (See Table
1b.)
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Overweight 5th Graders by Gender
Table 2. Contra Costa, 2005-06

Percent

Boys

*34.1%

Girls

20.8%

Contra Costa

27.5%

* Significantly higher percent than girls.

There are more overweight 5th grade
boys (2,154) than girls (1,281) in Contra
Costa. Boys in the county are also more
likely than girls to be overweight. More
than a third (34.1%) of 5th grade boys
are overweight compared to 20.8% of
girls.
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Overweight 5th Graders by Race/Ethnicity		
Table 3. Contra Costa, 2005-06
		

Number

Percent

Latino

1,291

*38.2%

White

1,068

**19.7%

African American

496

*35.8%

Asian

349

**22.1%

Pacific Islander

53

*47.3%

American Indian/ Alaska Native

34

*41.5%

3,431

27.5%

Contra Costa

* Significantly higher percent than 5th graders in the county overall.		
** Significantly lower		

Contra Costa 5th graders from several
race/ethnic groups are more likely to be
overweight than their peers in the county
overall. Greater percentages of Pacific
Islander (47.3%), American Indian/Alaska
Native (41.5%), Latino (38.2%), and
African American (35.8%) 5th graders
are overweight than 5th graders in the
county overall (27.5%).
Some of these high-risk groups also
represent large numbers of overweight
students. Many overweight 5th graders in
Contra Costa are Latinos (1,291) followed
by Whites (1,068), African Americans
(496) and Asians (349).

Childhood overweight is a serious and
complex health issue
Overweight is a serious health issue for
young people. According to the National
Health and Nutrition Examination Survey
(NHANES), between 1976-1980 and 20032004 the percent of overweight young
people in the United States more than
doubled. In 2003-04, 18.8% of children
(6-11 years old) and 17.4% of adolescents
in this country were overweight.1 In
California, 14.2% of adolescents were
overweight in 2005 -- almost three times
the Healthy People 2010 goal of 5%.2
Overweight youth are at risk for a number
of health problems throughout their
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lives. In their youth, overweight children
and adolescents are at increased risk
for type 2 diabetes and are more likely
than other young people to have risk
factors associated with cardiovascular
disease, including high blood pressure
and high cholesterol levels.3 Social
pressures related to being overweight
can also contribute to low self-esteem,
which can reduce overall quality of life.4
Overweight young people are also more
likely to become obese adults. Up to 80%
of overweight children and adolescents
may become obese in adulthood.5
A number of individual and environmental
factors contribute to overweight. When
young people eat more calories than they
expend through physical activity, they
can gain weight and become overweight.
This imbalance in calories used and
consumed is influenced by individual and
environmental factors, many of which are
inter-related. Individual factors that can
contribute to overweight include genetic
susceptibility and unhealthy behaviors,
including eating large portion sizes
and consuming high-calorie foods and
beverages, not being physically activity
enough, and spending too much time
being sedentary (e.g., watching television,
playing video games and working on the
computer).6 Unhealthy eating and physical
activity behaviors are often influenced by
social and environmental factors at home
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and in school and community settings,
including limited access to affordable,
healthy foods, few safe places and/or
opportunities to be physically active,
and inadequate role modeling of healthy
eating and activity behaviors by adults
and peers in these environments.6
To support healthy growth and
development,
public
health
recommendations suggest that children
should: engage in at least 60 minutes
of physical activity most, preferably all,
days of the week; limit time spent being
sedentary (e.g., children’s total electronic
media time, including television viewing
time, should be no more than 1 to 2 hours
a day); and eat a balanced, nutritious,
age-appropriate diet that includes
reasonable portion sizes, a variety of
fruits and vegetables, whole grains, lean
meats, low fat dairy, and limits sugar, salt
and fat.7, 8, 9 Yet in 2003, about half (47%)
of California children (9-11 years old) did
not get the recommended 60 or more
minutes of physical activity on a typical
weekday and more than three-quarters
(76%) did not eat an adequate amount
of fruits and vegetables (i.e., 5 or more
servings of fruits and vegetables).10
To help children establish lifelong
healthy activity and eating behaviors,
it is important to introduce them to
fun, engaging, positive physical activity

experiences and healthy eating patterns
early in life. To make this possible, policies
and programs should be developed
and implemented that increase young
people’s access to healthy foods and
safe, positive opportunities to be active
at school (during and after school), at
home, and in their communities.
How to measure and interpret childhood
bodyweight
Being overweight is most commonly
determined by using a person’s weight
and height to calculate a number called
the “body mass index” (BMI). For most
young people, BMI is a good indicator of
body fatness. Although BMI is calculated
the same way for children and adults,
the interpretation of the BMI number for
young people and adults is different. (11)
For more information about calculating
and interpreting BMI for children, go
to the CDC’s website: http://www.cdc.
gov/nccdphp/dnpa/bmi/childrens_BMI/
about_childrens_BMI.htm
Data Sources: Childhood Overweight
Text
1.National Center for Health Statistics (2006). Chartbook
on Trends in the Health of Americans. Health, United States,
2006.
2.Babey S.H., Grant D., Brown E.R. (2006). Adults smoking rate
declines, while asthma, diabetes and obesity rates rise. UCLA
Center for Health Policy Research Brief.
3.Dietz W. (1998). Health consequences of obesity in youth:
childhood predictors of adult disease. Pediatrics, 101, 518525. In, Centers for Disease Control and Prevention. (2006).

Overweight and obesity: childhood overweight: consequences.
Retrieved December 6, 2006 from http://www.cdc.gov/
nccdphp/dnpa/obesity/childhood/consequences.htm
4.Swarts M.B. and Puhl R. (2003). Childhood obesity: a societal
problem to solve. Obesity Reviews, 4 (1):57-71. In Centers
for Disease Control and Prevention. (2006). Overweight and
obesity: childhood overweight: consequences.
5.Whitaker R.C., Wright J.A., Pepe M.S., Seidel K.D., Dietz W.H.
(1997). Predicting obesity in young adulthood from childhood
and parental obesity. New England Journal of Medicine;
37(13):869–873. In Centers for Disease Control and Prevention.
(2006). Overweight and obesity: childhood overweight.
Retrieved December 6, 2006 from
http://www.cdc.gov/nccdphp/dnpa/obesity/childhood/index.
htm
6.Centers for Disease Control and Prevention. (2006).
Overweight and obesity: childhood overweight: contributing
factors. Retrieved December 6, 2006 from http://www.cdc.
gov/nccdphp/dnpa/obesity/childhood/contributing_factors.
htm
7.The U.S. Department of Health and Human Services and the
U.S. Department of Agriculture. (2005). Dietary Guidelines for
Americans.
8.Centers for Disease Control and Prevention. (2006). Tips
to promote healthy eating and physical activity. Retrieved
April 26, 2007 from http://www.cdc.gov/nccdphp/dnpa/bmi/
childrens_BMI/children_tips.htm
9.American Academy of Pediatrics. (2001). American Academy of
Pediatrics: Children, adolescents and television, committee on
public education, policy statement. Pediatrics, 107(2), 423-426.
10.California Department of Health Services. (2005). California
Children’s Healthy Eating and Exercises Practices Survey:
2003 Data Tables (Tables 8 and 54). Retrieved May 3, 2007
from http://dhs.ca.gov/ps/cdic/cpns/research/download/
calcheeps_2003/Fruit-and-Vegetable-Consumption2003%208.pdf; http://dhs.ca.gov/ps/cdic/cpns/research/
download/calcheeps_2003/Physical-Activity-and-Inactivity2003%203.pdf
11.Centers for Disease Control and Prevention. (2006). BMI
– Body Mass Index: about BMI for children and teens. Retrieved
January 17, 2007 from http://www.cdc.gov/nccdphp/dnpa/
bmi/childrens_BMI/about_childrens_BMI.htm
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Tables
Tables 1-3: Overweight data are from the California
Department of Education (CDE), Standards and Assessment
Division, 2005-06 California Physical Fitness Report. Retrieved
November 20, 2006 from http://data1.cde.ca.gov/dataquest/
Free-reduced priced meal eligibility data are from the CDE’s
2005/2006 Meal Report. Retrieved February 17, 2007 from
http://www.cde.ca.gov/ds/sh/sn/documents/free0506aielem.
doc
The overweight analyses are based on data from the Body
Composition portion of the CDE Physical Fitness Test, which
uses several methods to evaluate children’s body composition:
(1) body mass index (BMI), calculated from measured height
and weight; (2) body fatness using triceps skin fold thickness
or bioelectrical impedance. For this report, students were
considered “overweight” if their body composition (i.e., BMI
or body fatness) was higher than the “Healthy Fitness Zone,”
a range developed by The Cooper Institute to indicate the
minimum level of fitness thought to provide some protection
from health risks associated with inadequate fitness. The
Healthy Fitness Zone for the body composition test differs
from the commonly used Centers for Disease Control and
Prevention definition of overweight, which is BMI-for-age at
or above the 95th percentile. (For more information about
the Healthy Fitness Zone, see the CDE Physical Fitness Test
- Report Definitions at http://data1.cde.ca.gov/dataquest/
PhysFitness/gls_pft_hfz.asp) Note: The CDE’s aggregate
data for the number of students tested and the percent of
students outside of the Healthy Fitness Zone on the body
composition test were used by CHAPE to calculate the number
of overweight students. Because the CDE includes “partially
tested students” in the total number of students tested, the
number of overweight students calculated by CHAPE may be
overestimated.
In Table 1, students from Brentwood and Contra Costa County
Office of Education districts were not listed separately but are
included in the County totals. In Table 3, the following kinds
of students were not listed separately but are included in the
County totals: Cambodian students (due to small sample size)
and 511 fifth graders who did not identify their race/ethnicity.
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injuries
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Unintentional Injury

Motor vehicle crashes are the leading cause of accidental
injury deaths

Unintentional injuries include motor
vehicle crashes, drug overdoses,
poisonings, falls, drowning, burns, choking
and suffocations.

Deaths
Unintentional injury is the 5th leading
cause of death among Contra Costa
residents accounting for 3.9% of all
deaths. Unintentional injury is the number
one cause of death among residents 1–34
years old.
Between 2002-2004, 794 Contra Costa
residents died from unintentional
injury. This means that approximately
265 Contra Costa residents die from
unintentional injury each year. The crude
death rate from unintentional injury for
Contra Costa (26.4 per 100,000) is similar
to California’s rate (28.1 per 100,000),
and exceeds the Healthy People 2010
objective (17.5 per 100,000)

• The most common cause of
unintentional injury deaths
is motor vehicle accidents.
• On average, 794 residents
die from unintentional
injuries each year.
• The most common cause
of unintentional injury
hospitalizations is falls.
• Residents 65 years and
older are most likely to die
from and be hospitalized
for unintentional injury.

Local Findings

In this section, we present data for
both deaths and hospitalizations due
to unintentional injury. Unintentional
injuries are accidental, although many
times preventable. Even if a car crash
seems unavoidable, a driver can often
prevent serious injury by wearing a seat
belt and driving a car equipped with an
airbag.

• Contra Costa’s death rate
from unintentional injuries
(26.4 per 100,000) does not
meet the Healthy People
2010 objective.
Editor’s note: Both crude and
age-specific rates are used
in this section. Crude death
rates indicate the actual risk
of mortality or hospitalizations
due to unintentional injury. Agespecific rates are used because the exposure to
unintentional injury risks are different at different
ages. For instance, a young child who rides a
bicycle becomes a teenager who drives a car.

189

Unintentional injuries are
commonly known as “accidents.”

Unintentional Injury Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004

Deaths

Percent

White

527

66.4%

*31.0

African American

100

12.6%

*37.7

Latino

99

12.5%

**16.5

Asian

48

6.0%

**13.7

794

100.0%

26.4

Contra Costa

Rate

These are crude rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

The majority of deaths from unintentional
injury in Contra Costa occur among
Whites (527) followed by African
Americans (100), Latinos (99) and Asians
(48).
Even though African Americans die in
fewer numbers from unintentional injury,
they have the highest rate of death
from unintentional injury (37.7 per
100,000) and are more likely to die from
unintentional injuries.
African Americans have a higher death
rate from unintentional injuries than
the county overall (26.4 per 100,000),
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Latinos (16.5 per 100,000) and Asians
(13.7 per 100,000). White residents
also have a higher rate of unintentional
injury deaths (31.0 per 100,000) than the
county overall. Latinos and Asians are less
likely to die from unintentional injuries
compared to the county overall.
In Contra Costa, men are almost twice
as likely to die from unintentional injury
(34.5 per 100,000) as women (18.6 per
100,000) and more likely to die than
county residents overall (26.4 per
100,000). Almost double the number of
unintentional injury deaths occur among
men than among women.

Unintentional Injury Deaths by Gender
Table 2. Contra Costa County 2002-2004

Deaths

Percent

Rate

Men

509

64.1%

*34.5

Women

285

35.9%

**18.6

Contra Costa

794

100.0%

26.4

These are crude rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.
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People living in San Pablo and Richmond
are more likely to die from unintentional
injury compared to the county overall.
The highest numbers of unintentional

injury deaths occur among residents of
Richmond (110), Concord (84), Antioch
(83) and Walnut Creek (68).

Unintentional Injury Deaths by Selected Communities
Table 3. Contra Costa County 2002-2004

Deaths

Percent

110

13.9%

*36.0

Concord

84

10.6%

22.3

Antioch

83

10.5%

27.6

Walnut Creek

68

8.6%

34.2

Pittsburg

53

6.7%

28.7

San Pablo

50

6.3%

*53.7

Martinez

37

4.7%

33.4

Brentwood

28

3.5%

25.7

Oakley

27

3.4%

32.9

Bay Point

19

2.4%

na

Pinole

16

2.0%

na

794

100.0%

26.4

Richmond

Contra Costa

These are crude rates per 100,000 residents.
*Significantly higher rate compared to the county overall.
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Rate

The highest number of unintentional
injury deaths occurs among Contra
Costa residents age 21-44 years (255),
followed by residents 65 years and older
(224), residents 45-64 years (218), and
residents 0-20 years (97).
Although residents 65 years and older
die in fewer numbers, they are two
to six times more likely to die from
unintentional injury than the county and
any other age group. Residents 65 years
and older have the highest unintentional
injury death rate (65.2 per 100,000) -higher than the county overall (26.4 per
100,000), residents 45-64 years (28.2 per
100,000), residents 21-44 years (25.6 per
100,000) and residents 0-20 years (10.9
per 100,000).

The ranking of causes of unintentional
injury death vary by age group. The
exposure to injury risks (like cars and
drugs) changes over a person’s lifetime,
as does the body’s ability to sustain
and recover from injury. For instance,
a healthy 17-year-old boy is better
able to heal after a fall than an elderly
woman with brittle bones. Motor vehicle
accidents are the cause of death for
younger age groups whereas falls are
the leading cause of unintentional injury
death among the elderly.
In Contra Costa, the leading cause of
unintentional injury death is motor
vehicle accidents (292), followed by drug
overdose/poisoning (201), falls (140),
drowning (31) and choking/suffocation
(24).

Unintentional Injury Deaths by Age

Table 4. Contra Costa County Residents 2002-2004

Deaths

Percent

21-44 years

255

32.1%

25.6

45-64 years

218

27.5%

28.2

65 and older

224

28.2%

*65.2

Contra Costa

794

100.0%

26.4

0-20 years

97

12.2%

Rates

**10.9

These are age-specific rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.
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Unintentional Injury Deaths by Cause
Table 5. Contra Costa County 2002-2004

Deaths

Percent

Rate

Motor Vehicle Traffic

292

36.8%

9.7

Poisoning

201

25.3%

6.7

Fall

140

17.6%

4.7

Drowning

31

3.9%

1.0

Choking/Suffocation

24

3.0%

0.8

794

100.0%

26.4

Contra Costa
These are crude rates per 100,000 residents.

Residents 0-20 years
The age-specific death rate due to
unintentional injury is lowest among
residents 0-20 years (10.9 per 100,000)
compared the county overall (26.4 per
100,000) and all other age groups. Motor
vehicle accidents (60) and drowning (14)
are the leading causes of unintentional
injury deaths among residents age 0-20
years old.
Residents 21-44 years
Among residents 21-44 years, motor
vehicle accidents are the number one
cause of unintentional injury death (114),
followed by poisoning (99). Most of these
deaths from unintentional poisoning (95)
are due to drug overdoses. Residents in
this age group have a higher death rate
from drug overdose (10.0 per 100,000)
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compared to the county overall (6.7 per
100,000).
Residents 45-64 years
The majority of unintentional deaths
among residents 45-64 years old are
poisonings (92), 95% of which are drug
overdoses, followed by motor vehicle
accidents (69). Residents of this age
group have a higher death rate from
drug overdose (11.9 per 100,000) than the
county overall (6.7 per 100,000) and a
similar rate to their fellow residents 2144 years (10.0 per 100,000).
Residents 65 years and older
Residents 65 years and older have the
highest unintentional injury death rate
(65.2 per 100,000) compared to the
county (26.4 per 100,000), and all other

age groups. Almost half of all unintentional
injury deaths among residents 65 years
and older are due to falls (108), followed
by motor vehicle accidents (49). Residents
Unintentional Injury Hospitalizations by Race/Ethnicity
Table 6. Contra Costa County 2002-2004

Cases

Percent

Rate

White

11,972

72.9%

*704.7

Latino

1,666

10.1%

**277.3

African American

1,356

8.3%

511.3

720

4.4%

**205.0

16,430

100.0%

546.7

Asian
Contra Costa

These are crude rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

of this age group are most likely to die
from falls compared to residents of the
county overall and all other age groups.

Hospitalizations
Non-fatal unintentional injury, though
not severe enough to cause death, can
have lasting consequences in terms of
physical disability, mental and emotional
health. The number of unintentional
injuries that result in hospitalization,
though relatively small compared with
those treated in emergency departments
or outpatient clinics, represents the more
serious end of the spectrum of injury.

Between 2002-2004, there were 16,430
hospitalizations due to unintentional
injury among Contra Costa residents.
This means that there are an average of
5,477 hospitalizations in Contra Costa
due to unintentional injury annually.
The crude hospitalization rate from
unintentional injury for Contra Costa
(546.7 per 100,000) is lower than that
of California (557.2 per 100,000).
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Unintentional Injury Hospitalizations by Gender
Table 7. Contra Costa County 2002-2004

Cases

Percent

Rate

Women

8,502

51.7%

555.3

Men

7,926

48.2%

537.6

16,430

100.0%

546.7

Contra Costa

These are crude rates per 100,000 residents.

Almost three-quarters of unintentional
injury hospitalizations in the county
are among Whites (11,972), followed by
Latinos (1,666), African Americans (1,356)
and Asians (720.)
Whites have the highest rate of
hospitalizations due to unintentional
injury (704.7 per 100,000) compared to
the county overall (546.7 per 100,000)
and other race/ethnic groups. Whites are
one and a half to three times as likely to
be hospitalized for unintentional injury
than African Americans, Latinos and
Asians. Latinos and Asians are less likely
to be hospitalized compared to county
residents overall.
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The number of unintentional injury
hospitalizations is slightly higher among
women (8,502) than men (7,926). The rates
of hospitalization due to unintentional
injury between women and men are not
significantly different.

Unintentional Injury Hospitalizations by Age
Table 8. Contra Costa County Residents 2002-2004

Cases

Percent

Rate

0-14 years

1,402

8.5%

**220.8

15-24 years

1,427

8.7%

**350.3

25-34 years

1,142

7.0%

**307.3

35-44 years

1,621

9.9%

**341.5

45-54 years

1,750

10.7%

**382.8

55-64 years

1,685

10.3%

533.0

65 years and older 7,403

45.1%

*2,154.5

100.0%

546.7

Contra Costa

16,430

These are age-specific rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate

Almost half of all unintentional injury
hospitalizations occur among residents
65 years and older (7,403). Residents
age 65 years and older have the highest
unintentional injury hospitalization rate
(2,154.5 per 100,000) -- almost four times
higher than the county overall (546.7
per 100,000), and four to 10 times higher
than all other age groups. The majority
of unintentional injury hospitalizations
among residents 65 years and older are
due to falls (5,754). Residents 0-54 years
have a lower rate of hospitalization due
to unintentional injury.
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Unintentional Injury Hospitalizations by Selected Cities
Table 9. Contra Costa County 2002-2004

Cases

Percent

Rate

Walnut Creek

2,208

13.4%

*1,110.5

Concord

2,104

12.8%

559.8

Antioch

1,550

9.4%

515.3

Richmond

1,368

8.3%

**447.8

Bay Point/Pittsburg

1,271

7.7%

**499.7

San Pablo

875

5.3%

*940.4

Martinez

862

5.2%

*777.4

Brentwood

556

3.4%

511.2

Oakley

442

2.7%

538.6

Pinole

308

1.9%

523.9

16,430

100.0%

546.7

Contra Costa

These are crude rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

The greatest number of unintentional
injury hospitalizations occurs among
residents of Walnut Creek (2,208),
Concord (2,104), Antioch (1,550) and
Richmond (1,368). Residents living in
Walnut Creek, San Pablo and Martinez
are more likely to be hospitalized due to
unintentional injuries compared to the
county overall.
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More than half of unintentional injury
hospitalizations are due to falls (8,658,
52.7%), followed by motor vehicle traffic
accidents (2,368, 14.4%), and drug
overdose/poisoning (1,044, 6.4%).
Unintentional Injury Hospitalizations by Cause
Table 10. Contra Costa County 2002-2004

Cases

Percent

Rate

Fall

8,658

52.7%

288.1

MV traffic

2,368

14.4%

78.8

Poisoning

1,044

6.4%

34.7

Struck by Object

477

2.9%

15.9

Natural/Environmental

451

2.7%

15.0

Overexertion

423

2.6%

14.1

Contra Costa

16,430

100.0%

546.7

These are crude rates per 100,000 residents.

Impact of Unintentional Injury
In the United States, more than 160,000
people die from injury each year.1 Of
these injuries, 28% are from motor
vehicle crashes, 25% from poisonings,
falls, drownings, fires and burns, 19%
from suicides and 11% from homicides.
Deaths from injury are only the tip of the
iceberg when considering its burden. In
2004, injuries resulted in 162,000 deaths,
1.9 million hospitalizations, 29.5 million
emergency room visits and 35 million
other outpatient visits.2

In 2000, medical expenditures for
injuries in the United States totaled $117
billion.3
Nationwide, two-thirds of all injury
deaths are unintentional, two-thirds of
which occur among males.4,5 Unintentional
injury is the 5th leading cause of
death nationwide and has remained
the leading cause of death for persons
under 35 years for the past 50 years.6
In California in 2004, the death toll from
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motor vehicle crashes accounted for
the largest percentage of unintentional
injury deaths (41.6%), followed by drug
overdose/poisonings (23.8%) and falls
(15.5%). 7
In the public health field, injuries are not
considered to be unavoidable accidents
that take place randomly. Injuries are
predictable and preventable, following a
distinct pattern of occurrence much like
other diseases. These patterns help reveal
possible prevention measures. Some
prevention efforts include increasing the
number of residents who wear seat belts
and helmets, putting up fences around
pools, smoke alarm installations in homes,
youth education programs regarding
safe driving and violence prevention,
and promotion of state poison control
systems.8

4. Kochanek K.D., Murphy S.L., Anderson R.N., Scott C. (2004).
Deaths: Final Data for 2002. National Vital Statistics Reports,
53(5).
5. Hoyert D.L. , Kung H.C., Smith B.L. (2005). Deaths:
Preliminary data for 2003. National Vital Statistics Report,
53(15).
6. Anderson, R.N., Smith B.L. (2005). Deaths: Leading Causes
for 2002. National Vital Statistics Reports, 53(17).
7. Lau, C., California Department of Health Services Center
for Health Statistics (2006). Unintentional Injury Deaths
California, 2004. Retrieved May 21, 2007 at http://www.dhs.
ca.gov/hisp/chs/OHIR/reports/leadingcause/injury2004.pdf
8. Society for Public Health Education (n.d.). Injury 101.
Retrieved May 21, 2007 at http://www.sophe.org/ui/injury.
shtml.
Tables
Tables T1-5: Mortality data from the California Department of
Health Services (CDHS), http://www.dhs.ca.gov/, Center for
Health Statistics’ Death Statistical Master File, 2002-2004.
Any analyses, interpretations or conclusions of the data have
been reached by CHAPE and are not from the CDHS. Data for
the following race/ethnicity groups was excluded from Table 1,
Race/Ethnicity due to small numbers: American Indian/Alaska
Native, Native Hawaiian/Pacific Islanders, Two or More Races,
and Other. Due to unstable estimates, death rates could not
be calculated for these groups. These groups were included in
Tables 2-5. These tables include total deaths and crude death
rates or age-specific death rates for 2002 through 2004.

Data Sources: Unintentional Injury

Text
1. Centers for Disease Control and Prevention (CDC)(2004).
Web-based Injury Statistics Query and Reporting System
(WISQARS) [Online]. National Center for Injury Prevention
and Control, CDC (producer). [cited 2005 June 26]. In SOPHE
handout retrieved May 21, 2007 (see footnote 8).
2. National Center for Health Statistics (2006). National
Center for Health Statistics data on injuries. Retrieved May
21, 2007 at http://www.cdc.gov/nchs/data/factsheets/injury.
pdf
3. Centers for Disease Control and Prevention (2004). Medical
Expenditures Attributable to Injuries. Morbidity and Mortality
Weekly 53 (01); 1-4.
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ICD10 coding for unintentional injuries (ICD V01-X59, Y85Y86) from the Centers for Disease Control and Prevention
National Center for Health Statistics, available online at:
http://www.cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_16.pdf.
Late effects are not included.
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year, city-level population

estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Tables T6-10: Non-fatal unintentional injury hospitalization
data from the California Office of Statewide Health Planning
and Development, http://www.oshpd.ca.gov/, Healthcare
Quality and Analysis Division, Health Care Information
Resource Center. OSHPD data includes only those
hospitalizations for which an unintentional injury was listed
as the primary diagnoses. They do not include treatment that
takes place in a doctor’s office, health clinic or emergency
room. A single person can be counted multiple times for
multiple injury hospitalizations. Data for the following race/
ethnicity groups was excluded from Table 6, Race/Ethnicity
due to small numbers: American Indian/Alaska Native, Native
Hawaiian/Pacific Islanders, Two or More Races, and Other. Due
to unstable estimates, rates could not be calculated for these
groups. These groups were included in Tables 7-10.
ICD9 coding for unintentional injuries (ICD E800-E949) from
the Centers for Disease Control and Prevention National
Center for Health Statistics.
Healthy People 2010 objectives from the U.S. Department
of Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/
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Homicide & Assault

African American men are 11 times more likely
to die from homicide.
Homicide Deaths
In Contra Costa, homicide is the second
leading cause of death among residents
of the 15-24 and 25-34 age groups and
the fourth leading cause of death among
African American residents.

• The weapon in most
homicides and hospitalized
assaults is a firearm.
• Residents of Richmond are
most likely to die from
homicide.
• On average, 78 residents
die from homicide each
year.
• Residents 21-44 years are
most likely to die from
homicide.

Local Findings

Between 2002 and 2004, 233 Contra
Costa residents died from homicide. This
means that approximately 78 Contra
Costa residents are murdered each year.
The crude death rate from homicide for
Contra Costa (7.8 per 100,000) is similar
to California’s rate (6.8 per 100,000) and
exceeds the Healthy People 2010 target
(3.0 per 100,000).

• African American men are
most likely to die from
homicide.

• Contra Costa’s crude death
rate from homicide (7.8 per
100,000) does not meet
the Healthy People 2010
objective.
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Homicide Deaths by Race/Ethnicity
Table 1. Contra Costa County 2002-2004
Men

Women

Total

Percent

Rate

14

129

55.4%

*48.6

African American

115

Latino

39

8

47

20.2%

7.8

White

25

16

41

17.6%

**2.4

Asian

9

3

12

5.2%

n/a

Contra Costa

189

44

233

100.0%

7.8

These are crude rates per 100,000 residents.
n/a Numbers are too small to calculate stable rates.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

Over half of all homicide deaths in Contra
Costa occur among African Americans
(129, 55.4%). The homicide rate for
African Americans is five times higher
(48.6 per 100,000) than the county rate
overall (7.8 per 100,000). Latinos are
equally likely to die from homicide than
the county overall and Whites are less
likely.
African American men comprise 4.1% of
the county population yet represent half
of all homicide deaths that occur in the
county (115, 49.4%). They have the highest
rate of homicide in the county (92.6 per
100,000) and are 11 times more likely to
die from homicide than county residents
overall (7.8 per 100,000) and seven times
more likely to die from homicide than
men in any other race/ethnic groups.
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In Contra Costa, men represent the
majority of the deaths from homicide and
have a higher homicide death rate (12.8
per 100,000) than the county overall
(7.8 per 100,000) and women (2.9 per
100,000). Men are almost twice as likely
to die from homicide than residents of
the county overall and four times as likely
to die from homicide than women.

Homicide by Gender

Table 2. Contra Costa County 2002-2004

Deaths

Percent

Rate

189

81.1%

*12.8

44

18.9%

**2.9

233

100.0%

7.8

Men
Women
Contra Costa

These are crude rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

The highest number of homicide deaths
in Contra Costa occurs among residents
age 21 to 44 years (142), and in particular
among men of this age group (121).
Residents of this age group have the
highest homicide death rate (14.3 per

100,000) -- twice as high as the county
rate overall (7.8 per 100,000) and that
of all other age groups. Residents 45-64
years are less likely to die from homicide
than county residents overall.

Homicides by Age

Table 3. Contra Costa County Residents 2002-2004

                     
Men Women

0-20 years

Deaths
Total

Percent

Rate

43

10

53

22.7%

5.9

21-44 years

121

21

142

60.9%

*14.3

45-64 years

20

9

29

12.4%

**3.8

65 and older

5

4

9

3.9%

n/a

Contra Costa

189

44

233

100.0%

7.8

These are age-specific rates per 100,000 residents.
n/a Numbers are too small to calculate stable rates.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.
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Homicides by Selected Communities
Table 4. Contra Costa County 2002-2004

Deaths

Percent

Rate

109

46.8%

*35.7

Pittsburg

26

11.2%

14.1

Antioch

18

7.7%

n/a

San Pablo

18

7.7%

n/a

Concord

14

6.0%

n/a

Brentwood

7

3.0%

n/a

Walnut Creek

5

2.1%

n/a

Pinole

5

2.1%

n/a

Bay Point

5

2.1%

n/a

Martinez

1

0.4%

n/a

Oakley

1

0.4%

n/a

233

100.0%

7.8

Richmond

Contra Costa

These are crude rates per 100,000 residents.
n/a Numbers are too small to calculate stable rates.
* Significantly higher rate compared to the county overall.

The highest number of homicide deaths
occurs among residents of Richmond
(109) and Pittsburg (26). Residents of
Richmond are 4.5 times more likely to
die from homicide than county residents
overall.
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Homicide by Weapon/Cause

Table 5. Contra Costa County 2002-2004

Deaths

Percent

Rate

185

79.4%

6.2

Cut/Piece

22

9.4%

0.7

Other/Unknown

20

8.6%

0.7

Abuse and Neglect

2

0.9%

n/a

Blunt object

2

0.9%

n/a

Unarmed fight

2

0.9%

n/a

233

100.0%

7.8

Firearm

Contra Costa

These are crude rates per 100,000 residents.
n/a = Numbers are too small to calculate stable rates.

Firearms were used in the majority of
homicide deaths in Contra Costa (185,
79.4%), followed by cutting/piercing
(22, 9.4)%).
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Between 2002-2004, there were 1,032
hospitalizations due to non-fatal
assaults among Contra Costa residents.
This means that on average, there are
344 hospitalizations in Contra Costa
due to non-fatal assaults each year. The
crude hospitalization rate from nonfatal assaults for Contra Costa (34.3 per
100,000) is lower than that of California
(38.6 per 100,000).
The highest number of non-fatal assault
hospitalizations in the county is among
Whites (372), followed by African
Americans (340), Latinos (214) and Asians
(52).

Non-fatal Assault
Hospitalizations
Though not severe enough to cause
death, hospitalization due to assault
injury can have lasting consequences in
terms of physical disability and mental
and emotional health. Although the
number of non-fatal assaults that result
in hospitalization may be relatively small
compared with those that are treated in
emergency departments or outpatient
clinics, it represents the more serious
end of the spectrum of injuries.
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Non-fatal Assault Hospitalizations by Race/Ethnicity
Table 6. Contra Costa County 2002-2004

Cases

Percent

Rate

White

372

36.0%

**21.9

African American

340

32.9%

*128.2

Latino

214

20.7%

35.6

52

5.0%

**14.8

1,032

100.0%

34.3

Asian
Contra Costa

These are crude rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

Although African Americans have fewer
non-fatal assault hospitalizations, they
have the highest hospitalization rate in
the county (128.2 per 100,000) – nearly
three times higher than the county rate
overall (34.3 per 100,000) and Latinos
(35.6 per 100,000) and more than five
times higher than the rates for White (21.9
per 100,000) and Asian residents (14.8
per 100,000). White and Asian residents
are less likely to be hospitalized than the
county overall.
African American men are almost seven
times as likely to be hospitalized for
non-fatal assault than county residents

Non-fatal assault is intentionally
inflicted injury to another
person that may or may not
involve intent to kill. In this
section we look only at nonfatal assaults that resulted in
a hospitalization, not those
treated in emergency rooms,
doctor’s offices or at home

overall. They have the highest non-fatal
assault hospitalization rate in the county
(234.4 per 100,000) – three times higher
than men in the county overall (58.5 per
100,000) and higher than men in all other
race/ethnic groups.
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Non-fatal Assault Hospitalizations by Gender
Table 7. Contra Costa County 2002-2004

Cases

Percent

Rate

Men

863

83.6%

*58.5

Women

169

16.4%

**11.0

1,032

100.0%

34.3

Contra Costa

These are crude rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

In Contra Costa, men account for
the majority of non-fatal assault
hospitalizations (863, 83.6%) and have a
higher non-fatal assault hospitalization
rate (58.5 per 100,000) than the county
overall (34.3 per 100,000) and women
(11.0 per 100,000). Men are more likely
to be hospitalized for non-fatal assault
than the county residents overall and
four times more likely than women.
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Non-fatal Assault Hospitalizations by Age
Table 8. Contra Costa County Residents 2002-2004

Cases

Percent

Rate

34

3.3%

**5.4

15-24 yrs

398

38.6%

*97.7

25-34 yrs

243

23.5%

*65.4

35-44 yrs

165

16.0%

34.8

45-54 yrs

125

12.1%

**27.3

55-64 yrs

36

3.5%

**11.4

65+ yrs

31

3.0%

**9.0

1,032

100.0%

34.3

0-14 yrs

Contra Costa

These are age-specific rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

Almost 40% of all non-fatal assault
hospitalizations occur among residents
15-24 years (398, 38.6%). Residents age
15-24 years have the highest non-fatal
assault hospitalization rate (97.7 per
100,000) -- almost three times as high
as the county overall (34.3 per 100,000),
and higher than any other age groups.
Residents 25-34 years also have a higher
rate of non-fatal hospitalizations than
the county (65.4 per 100,000), while
residents 0-14 years and 45 years and
older have lower rates than the county
rate overall.
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Non-fatal Assault Hospitalizations by Selected Cities
Table 9. Contra Costa County 2002-2004

Cases

Percent

Rate

Richmond

291

28.2%

*95.3

Bay Point/Pittsburg

150

14.5%

*59.0

Antioch

114

11.0%

37.9

Concord

106

10.3%

28.2

San Pablo

91

8.8%

*97.4

Martinez

51

4.9%

46.0

Walnut Creek

41

4.0%

**20.6

Oakley

25

2.4%

30.5

Pinole

18

1.7%

n/a

Brentwood

17

1.6%

n/a

1,032

100.0%

34.3

Contra Costa

These are crude rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.

The highest number of non-fatal assault
hospitalizations occurs among residents
of Richmond (291), Bay Point/Pittsburg
(150), Antioch (114), and Concord (106).
Residents of San Pablo, Richmond, and
Bay Point/Pittsburg are more likely
to be hospitalized due to non-fatal
assaults compared to the county overall.
Residents of San Pablo (97.4 per 100,000)
and Richmond (95.3 per 100,000) have
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higher non-fatal assault hospitalization
rates than the county (34.3 per 100,000)
and any other selected city, and Bay
Point/Pittsburg has a higher rate than
the county overall (34.3 per 100,000).
Almost a third of all non-fatal assault
hospitalizations involve firearms (312),
followed by unarmed fights (215) and
cutting/piercing (193).

Non-Fatal Assault Hospitalizations by Weapon/Cause
Table 10. Contra Costa County 2002-2004

Cases

Percent

Rate

Firearm

312

30.2%

10.4

Unarmed fight

215

20.8%

7.2

Cut/Piece

193

18.7%

6.4

Other/Unknown

153

14.8%

5.1

Blunt object

128

12.4%

4.3

31

3.0%

1.0

1,032

100.0%

34.3

Abuse and Neglect
Contra Costa
These are crude rates per 100,000 residents.

In 2004, there were 16,611 deaths from
homicide in the U.S, 11,250 of which
involved firearms alone.1
The ageadjusted homicide rate in the U.S. was
5.6 per 100,000 overall, 9.2 per 100,000
for men vs. 2.5 per 100,000 for women,
and 20.1 per 100,000 among African
Americans.2
Homicide continues to affect our
communities, especially the African
American community where it is the
fourth leading cause of death overall3,
and the third leading cause of death
among African American men.4 In 2002,
an African American male under the age

of 30 in the U.S. was nearly nine times
more likely to be murdered than a white
male of the same age group.5
Despite the fact that the homicide rate
among African Americans has held steady
since 2000 in the U.S., its impact in
the African American community is still
great.
Interventions for homicide prevention
are critical to implement and can
include limiting youth access to firearms,
deterring gang involvement, and teaching
skills to help people resolve conflicts
though non-violent means.
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Data Sources: Homicide and Non-Fatal Assault
Text
1. National Center for Health Statistics Centers for Disease
Control and Prevention (2006). Fast Stats A-Z, Assault/
Homicide. Retrieved May 17, 2007 at the NCHS/CDC website:
http://www.cdc.gov/nchs/fastats/homicide.htm
2. National Center for Health Statistics (2006). Health,
United States, 2006 with Chartbook on Trends in the Health of
Americans. Retrieved May 17, 2007 at the CDC website: http://
www.cdc.gov/nchs/data/hus/hus06.pdf#045
3. California Department of Health Services (CDHS) (2004).
Center for Health Statistics’ Death Statistical Master File,
2002-2004. Available at http://www.dhs.ca.gov/,
4. Center for Health Statistics, Office of Health Information
and Research, California Department of Health Services (2004).
National and State data Causes of Death. Retrieved May 18,
2007 at http://www.dhs.ca.gov/hisp/chs/ohir/tables/death/
causes.htm.
5. National Center for Injury Prevention and Control, Centers
for Disease Control. WISQARS, Leading Causes of Death
Reports. Available at: http://webappa.cdc.gov/sasweb/ncipc/
leadcaus10.html

Tables
Tables T1-5: Homicide mortality data from the California
Department of Health Services (CDHS), http://www.dhs.
ca.gov/, Center for Health Statistics’ Death Statistical Master
File, 2002-2004. Any analyses, interpretations or conclusions
of the data have been reached by CHAPE and are not from
the CDHS. Data for the following race/ethnicity groups was
excluded from Table 1, Race/Ethnicity due to small numbers:
American Indian/Alaska Native, Native Hawaiian/Pacific
Islanders, Two or More Races, and Other. Due to unstable
estimates, death rates could not be calculated for these
groups. These groups were included in Tables 2-5. These tables
include total deaths and crude death rates or age-specific
death rates for 2002 through 2004.
ICD10 coding for homicide (ICD X85-Y05, Y06-Y07 (.0-.9),
Y08-Y09) found at the CDHS Brand EPI Center California
Injury Data Online at http://www.applications.dhs.ca.gov/
epicdata/default.htm, modified from the Centers of Disease
Control and Prevention National Center for Health Statistics
available on line at http;//www.cdc.gov/nchs/about/otheract/
ice/matrix10.htm. Late effects are not included.
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Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
Note: City level denominators were extrapolated from the E-4
file to approximate the mid-year population estimates that are
needed to calculate city-level rates. For more information, see
our section on statistical methods.
Tables 6-10: Non-fatal Assault hospitalization data from
the California Office of Statewide Health Planning and
Development, http://www.oshpd.ca.gov/, Healthcare Quality
and Analysis Division, Health Care Information Resource
Center. OSHPD data includes only those hospitalizations
for which an intentional/assault injury was listed as the
primary diagnoses. They do not include treatment that takes
place in a doctor’s office, health clinic or emergency room.
A single person can be counted multiple times for multiple
injury hospitalizations. Data for the following race/ethnicity
groups was excluded from Table 6, Race/Ethnicity due to small
numbers: American Indian/Alaska Native, Native Hawaiian/
Pacific Islanders, Two or More Races, and Other. Due to
unstable estimates, rates could not be calculated for these
groups. These groups were included in Tables 7-10.
ICD9 E-coding for non-fatal assault (ICD E960-E968.9) found
at the CDHS Brand EPICenter California Injury Data Online
at http://www.applications.dhs.ca.gov/epicdata/default.htm,
modified from the Centers of Disease Control and Prevention
National Center for Health Statistics available online at
http;//www.cdc.gov/nchs/about/otheract/ice/matrix10.htm
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/

Suicide & Self Harm

Suicide is a leading cause of death for Contra Costa residents.
Suicide Deaths

• Firearms are the most
frequent means of suicide.
• Men are three times as
likely to die from suicide as
women.

Between 2002 and 2004, 298 Contra
Costa residents committed suicide. This
means that approximately 99 Contra
Costa residents die from suicide each
year. The crude death rate from suicide
for Contra Costa (9.9 per 100,000)
is similar to California’s rate (9.2 per
100,000) and exceeds the Healthy People
2010 target (5.0 per 100,000).

• On average, 99 residents
die from suicide each year.
• Contra Costa’s death
rate from suicide (9.9 per
100,000) does not meet
the Healthy People 2010
objective.

The majority of suicide deaths in Contra
Costa occur among White residents (241),
of which three-fourths are among men
(181). White residents have the highest
rate of suicide (14.2 per 100,000) -- higher
than the county overall (9.9 per 100,000)
Suicide Deaths by

Local Findings

In Contra Costa, suicide is the third
leading cause of death among residents
15-34 years old.

Fatal injuries due to
reckless behavior,
such as driving while
intoxicated, are not
counted as suicides.
Race/Ethnicity					

Table 1. Contra Costa County 2002-2004

Men Women

Total

Percent

Rate

White

181

60

241

80.9%

*14.2

Latino

21

2

23

7.7%

**3.8

African American

11

1

12

4.0%

n/a

7

10

17

5.7%

n/a

223

75

298

100.0%

9.9

Asian
Contra Costa

These are crude rates per 100,000 residents.					
n/a Numbers are too small to calculate stable rates.					
* Significantly higher rate compared to the county overall.					
** Significantly lower rate.					
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and almost four times higher than Latinos
(3.8 per 100,000). Latinos have a lower
rate of suicide than the county overall.
In Contra Costa, men represent the
majority of suicide deaths (223, 74.8%)
and have a higher suicide rate (15.1 per
100,000) than the county overall (9.9 per
100,000, and women (4.9 per 100,000).
Men are three times as likely to commit
suicide than women.
Suicide by Gender			

Table 2. Contra Costa County 2002-2004
			

Men
Women
Contra Costa

Deaths

Percent

Rate

223

74.8%

*15.1

75

25.2%

**4.9

298

100.0%

9.9

These are crude rates per 100,000 residents.			
* Significantly higher rate compared to the county overall.			
** Significantly lower rate.			

The greatest number of suicides in
Contra Costa occurs among residents 2144 years old (117). However, residents of
age groups 65 years and older and 45-64
have higher rates of suicide compared to
the county overall.
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Suicide Deaths by Age					
Table 3. Contra Costa County Residents 2002-2004
					

Men

Women

Total

Percent

Rates

0-20 years

11

5

16

5.4%

n/a

21-44 years

89

28

117

39.3%

11.8

45-64 years

76

31

107

35.9%

*13.8

65 and older

47

11

58

19.5%

*16.9

Contra Costa

223

75

298

100.0%

9.9

These are age-specific rates per 100,000 residents.					
n/a Numbers are too small to calculate stable rates.					
* Significantly higher rate compared to the county overall.

Suicide by Selected Communities			
Table 4. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

Concord

44

14.8%

11.7

Antioch

32

10.7%

10.6

Walnut Creek

27

9.1%

13.6

Richmond

23

7.7%

7.5

Bay Point/Pittsburg

22

7.4%

8.6

Martinez

19

6.4%

n/a

San Pablo

19

6.4%

n/a

Brentwood

15

5.0%

n/a

Pinole

7

2.3%

n/a

Oakley

6

2.0%

n/a

298

100.0%

9.9

Contra Costa

These are crude rates per 100,000 residents. n/a Numbers are too small to calculate stable rates. 			
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The greatest number of suicides occurs
among residents of Concord (44), Antioch
(32), and Walnut Creek (27). The suicide
death rates for selected cities do not
differ significantly.
The highest number of suicides in Contra
Costa are committed using firearms (126),
followed by hanging/suffocation (80),
and drug overdose/poisoning (49).
Suicide by Cause			

Table 5. Contra Costa County 2002-2004
			

Deaths

Percent

Rate

126

42.3%

4.2

Hanging/Suffocation

80

26.8%

2.7

Drug overdose/ Poisoning

49

16.4%

1.6

All Other

43

14.4%

1.4

298

100.0%

9.8

Firearm

Contra Costa

These are crude rates per 100,000 residents.			

Hospitalizations for Self-Inflicted
Injury
Between 2002–2004, there were 1,161
hospitalizations due to non-fatal selfinflicted injury among Contra Costa
residents. This means that, on average,
there are 387 hospitalizations in Contra
Costa due to non-fatal self-inflicted
injury each year. The crude hospitalization
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rate from non-fatal self-inflicted injury
for Contra Costa (38.6 per 100,000) is
lower than that of California (47.0 per
100,000).

Self-Inflicted Injury Hospitalizations by Race/Ethnicity			
Table 6. Contra Costa County 2002-2004
			

Cases

Percent

Rate

White

802

69.1%

*47.2

African American

140

12.1%

*52.8

Latino

119

10.2%

**19.8

45

3.9%

**12.8

1,161

100.0%

38.6

Asian
Contra Costa

These are crude rates per 100,000 residents.
* Significantly higher rate compared to the county overall.
** Significantly lower rate.			

In Contra Costa, the majority of non-fatal
self-inflicted injury hospitalizations are
among Whites (802), followed by African
Americans (140), Latinos (119) and Asians
(45).
Even though African Americans are
hospitalized in fewer numbers, they have
the highest rate of self-inflicted injury
hospitalizations (52.8 per 100,000) and
thus, are more likely to be hospitalized
from self-inflicted injury than other
groups. African Americans have a higher
hospitalization rate from self-inflicted
injury than the county overall (38.6 per
100,000), Latinos (19.8 per 100,000), and
Asians (12.8 per 100,000). Whites also
have a higher rate of hospitalization
(47.2 per 100,000) than county residents

In this report, “self-inflicted
injury” includes all non-fatal
suicide attempts and instances
when a person purposely hurts
themselves badly enough to be
to hospitalized.

overall. Although the hospitalization
rate from self-inflicted injury is higher
among African Americans than Whites,
the difference between their two rates
is not significant. Latinos and Asians are
less likely to be hospitalized from selfinflicted injury compared to the county
overall.
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Non-fatal Self-inflicted Injury Hospitalizations by Gender
Table 7. Contra Costa County 2002-2004
			

Cases

Percent

Rate

Women

696

59.9%

*45.5

Men

465

40.1%

**31.5

1,161

100.0%

38.6

Contra Costa

These are crude rates per 100,000 residents.			
* Significantly higher rate compared to the county overall.			
** Significantly lower rate.			

In Contra Costa, women represent the
majority of non-fatal self-inflicted
hospitalizations (696) and have a higher
non-fatal self-inflicted hospitalization
rate (45.5 per 100,000). Their rate is
higher than the county overall (38.6 per
100,000), and men (31.5 per 100,000).
Among Contra Costa’s women, White and
African American women are most likely
to be hospitalized for self-inflicted injury
compared to Latina and Asian women.
Among the county’s male residents,
African American men are most likely
to be hospitalized for non-fatal selfinflicted injury.
More than a quarter of all non-fatal self
inflicted injury hospitalizations occur
among residents 15-24 years old (309,
26.6%). Residents age 15-24 years have
the highest non-fatal self-inflicted injury
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hospitalization rate (75.9 per 100,000)
-- almost two times the county rate
overall (38.6 per 100,000), and higher
than all other age groups. Residents 2534 and 35-44 years old also have a higher
rate of non-fatal self-inflicted injury
hospitalizations than the county overall.
Residents 10-14, 55-64, and 65 years and
older have a lower rate compared to the
county overall.

Non-fatal Self-Inflicted Injury Hospitalizations by Age
Table 8. Contra Costa County Residents 2002-2004
			

Cases

Percent

Rate

10-14 yrs

59

5.1%

**25.7

15-24 yrs

309

26.6%

*75.9

25-34 yrs

184

15.8%

*49.5

35-44 yrs

248

21.4%

*52.2

45-54 yrs

202

17.4%

44.2

55-64 yrs

83

7.1%

**26.3

65+ yrs

76

6.5%

**22.1

1,161

100.0%

38.6

Contra Costa

These are age-specific rates per 100,000 residents.
*Significantly higher rate compared to the county overall.
** Significantly lower rate.			
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Non-fatal Self-Inflicted Hospitalizations by Selected Cities			
Table 9. Contra Costa County 2002-2004

			

Cases

Percent

Rate

Concord

162

14.0%

43.1

Richmond

131

11.3%

42.9

Walnut Creek

110

9.5%

*55.3

Antioch

107

9.2%

35.6

Bay Point/Pittsburg

103

8.9%

40.5

Martinez

70

6.0%

*63.1

San Pablo

64

5.5%

*68.8

Oakley

34

2.9%

41.2

Pinole

19

1.6%

n/a

Brentwood

18

1.6%

n/a

1,161

100.0%

34.3

Contra Costa

These are crude rates per 100,000 residents.
n/a Numbers are too small to calculate stable rates.			
*Significantly higher rate compared to the county overall.

The highest numbers of non-fatal selfinflicted injury hospitalizations occur
among residents of Concord (162),
Richmond (131), Walnut Creek (110) and
Antioch (107). Residents of San Pablo,
Martinez and Walnut Creek are more
likely to be hospitalized due to non-fatal
self-inflicted injury compared to the
county overall.
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Non-Fatal Self-Inflicted Injury Hospitalizations by Cause
Table 10. Contra Costa County 2002-2004
			

Cases

Percent

Rate

Drug overdose/ Poisoning

924

79.6%

30.7

Cut/Piece

152

13.1%

5.1

All Other

46

4.0%

1.5

Hanging/Suffocation

16

1.4%

n/a

Firearm

13

1.1%

n/a

Jump

10

0.9%

n/a

1,161

100.0%

38.6

Contra Costa

These are crude rates per 100,000 residents.
n/a Numbers are too small to calculate stable rates.			

The majority of all non-fatal self-inflicted
injury hospitalizations are caused by
drug overdose/poisonings (924, 79.6%),
followed by cutting/piercing (152,
13.1%).

Suicide and Risk Factors
In the United States, suicide is the 11th
leading cause of death, the 8th leading
cause of death among men, and the 3rd
leading cause of death among residents
10-24 years.1, 2 In 2003, the age-adjusted
suicide rate in the U.S. was 10.5 per
100,000.3 While there are fewer deaths
from suicide among women, women
report failed suicide attempts during
their lifetime about three times as often
as men.4

While the pressures that can lead a person
to contemplate suicide are complex and
overwhelming, suicide can be prevented.
The first step in prevention is knowing the
risk factors that increase the likelihood
of a person harming him/herself. These
risk factors include a previous suicide
attempt, history of mental disorders
particularly depression, history of alcohol
and substance abuse, family history of
suicide or child maltreatment, feelings of
hopelessness, isolation and loss, impulsive
or aggressive tendencies, physical illness,
barriers to mental health treatment,
and easy access to lethal methods, like
guns.5
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Protective factors that buffer people
from the risks associated with suicide are
also important to know. These include
effective care for mental, physical and
substance abuse disorders, family and
community support, and skills in problem
solving, conflict resolution and nonviolent
handling of disputes.5
Data Sources: Suicide and
Non-Fatal Self-Inflicted Injury
Text
1. Anderson RN, Smith BL.(2003). Deaths: leading causes for
2001. National Vital Statistics Report 2003; 52(9): 1-86.
2. Centers for Disease Control and Prevention (2004). Suicide
and Attempted Suicide. Morbidity and Mortality Weekly
Report June 11, 2004 / 53(22); 471. Retrieved May 17, 2007
from the CDC website at: http://www.cdc.gov/mmwr/preview/
mmwrhtml/mm5322a1.htm.
3. California Department of Health Services and California
Conference of Local Health Officers. County Health Status
Profiles, 2005.
4. Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano R, editors.
(2004) World report on violence and health. 2004 May.
Available online from: URL: http://www.who.int/violence_
injury_prevention/violence/world_report/wrvh1/en.
5. National Center for Injury Prevention and Control, Center
Disease Control and Prevention, (2006). Suicide: Fact Sheet.
Retrieved February 12, 2007 from the CDC website: www.cdc.
gov/ncipc/factsheets/suifacts.htm
Tables
Tables 1-5: Suicide mortality data from the California
Department of Health Services (CDHS), http://www.dhs.
ca.gov/, Center for Health Statistics’ Death Statistical Master
File, 2002-2004. Any analyses, interpretations or conclusions
of the data have been reached by CHAPE and are not from
the CDHS. Data for the following race/ethnicity groups was
excluded from Table 1, Race/Ethnicity due to small numbers:
American Indian/Alaska Native, Native Hawaiian/Pacific
Islanders, Two or More Races, and Other. Due to unstable
estimates, death rates could not be calculated for these
groups. These groups were included in Tables 2-5. These tables
include total deaths and crude death rates or age-specific
death rates for 2002 through 2004.
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ICD10 coding for suicide (ICD X60-X84) found at the CDHS
Brand EPICenter California Injury Data Online at http://www.
applications.dhs.ca.gov/epicdata/default.htm, modified from
the Centers of Disease Control and Prevention National Center
for Health Statistics available on line at http;//www.cdc.
gov/nchs/about/otheract/ice/matrix10.htm. Late effects are
not included.
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm.
Note: City level denominators were extrapolated from the
E-4 file to approximate the mid-year, city-level population
estimates that are needed to calculate city-level rates. For
more information, see our section on statistical methods.
Tables 6-10: Non-fatal self-Inflicted injury hospitalization
data from the California Office of Statewide Health Planning
and Development, http://www.oshpd.ca.gov/, Healthcare
Quality and Analysis Division, Health Care Information
Resource Center. OSHPD data includes only those
hospitalizations for which an self-inflicted injury was listed
as the primary diagnoses. They do not include treatment that
takes place in a doctor’s office, health clinic or emergency
room. A single person can be counted multiple times for
multiple injury hospitalizations. Data for the following race/
ethnicity groups was excluded from Table 6, Race/Ethnicity
due to small numbers: American Indian/Alaska Native, Native
Hawaiian/Pacific Islanders, Two or More Races, and Other. Due
to unstable estimates, rates could not be calculated for these
groups. These groups were included in Tables 7-10.
ICD9 E-coding for non-fatal self-inflicted injury (ICD E950959) found at the CDHS Brand EPICenter California Injury
Data Online at http://www.applications.dhs.ca.gov/epicdata/
default.htm, modified from the Centers of Disease Control and
Prevention National Center for Health Statistics available on
line at http;//www.cdc.gov/nchs/about/otheract/ice/matrix10.
htm.
Healthy People 2010 objectives from the US Department of
Health and Human Services’ Office of Disease Prevention
and Health Promotion, available online at http://www.
healthypeople.gov/.

mental health
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Mental Health
In Contra Costa, 19.1% of adults 18
years and older report needing help for
emotional and mental health problems.
This means more than 1 in 6 adults report
needing emotional help. The prevalence
for Contra Costa (19.1%) is similar to
that of both California (18.6%) and the
Greater Bay Area (19.5%).

• An estimated 144,000
residents are in need of
emotional and mental
health help.
• Among youth, girls
are at higher risk for
depression.

The estimates used in this
section are based upon resident
responses to a local CHIS
telephone survey. For more
information, see the footnotes

Local Findings

Emotional and Mental Problems

Emotional/Mental Health Problems by Place		
Table 1. All residents 2005
		

Cases

Prevalence

California

4,886,000

18.6%

Greater Bay Area

1,033,000

19.5%

144,000

19.1%

Contra Costa

These prevalence percentages are crude rates unadjusted for age. 		

In Contra Costa, the number of women
who report needing help for emotional/
mental problems (98,000) is more than
double the number of men (45,000).
Women (25.4%) are more likely than
men (12.5%) to report needing help for
emotional/mental problems.

In Contra Costa, almost 40% (55,000,
38.2%) of residents who report needing
help for emotional/mental problems fall
between the ages of 46 and 64 years,
and roughly half fall in the age groups of
18-30 years (36,000, 25.0%) and 31-45
years (41,000, 28.5%).
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Emotional/Mental Health Problems by Gender				
Table 2. Contra Costa County 2005
				

Cases

Percent

Prevalence

Women

98,000

68.1%

25.4%

Men

45,000

31.3%

12.5%

144,000

100.0%

19.1%

Contra Costa

These prevalence percentages are crude rates unadjusted for age. 				

Adults 65 years and older in the county
are less likely to report needing help for
emotional/mental health problems (9.9%)
compared to the county overall (19.1%).
The elderly report needing help for
emotional/mental problems the least
(11,000, 7.6%).

In Contra Costa, the greatest number
of residents who report needing health
for mental or emotional health problems
is among Whites (73,000), followed
by African American (26,000), Latino
(24,000), and Asian (13,000) residents.

Emotional/Mental Health Problems by Age 			
Table 3. Contra Costa 2005
			

Cases

Percent

Prevalence

18-30 years

36,000

25.0%

22.1%

31-45 years

41,000

28.5%

17.9%

46-64 years

55,000

38.2%

22.3%

65 years and older

11,000

7.6%

**9.9%

144,000

100.0%

19.1%

Contra Costa

These prevalence percentages are crude rates unadjusted for age.
** Significantly lower than the county overall.			
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Although the number of African Americans
who report needing help for emotional/
mental problems is smaller, their
likelihood of reporting needing help is
higher. African Americans are more likely
to report needing help with mental and
emotional issues (40.5%) compared to
Whites (16.5%).
Emotional/Mental Health Problems by Race/Ethnicity
Table 4. Contra Costa 2005
				

Cases

Percent

Prevalence

White

73,000

50.7%

16.5%

African American

26,000

18.1%

40.5%

Latino

24,000

16.7%

16.8%

Asian

13,000

9.0%

15.9%

144,000

100.0%

19.1%

Contra Costaª

These prevalence percentages are crude rates unadjusted for age.
ªSome race/ethnic groups not shown.			

Depression Among Teens
In Contra Costa, approximately 21,000
teens between the ages 12-17 years
appear to be at risk for depression. The
prevalence of teens in Contra Costa at risk
for depression (23.1%) is similar to that
of the Greater Bay Area and California
(18.0% and 21.0% respectively).

Editor’s note: In order to
obtain stable estimates, we
look to California state data
for further analysis of teens
at risk for depression by
gender and race/ethnicity.
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Teens at Risk for Depression 		

Table 5. Residents 12-17 years old, 2005
		

Cases

Prevalence

706,000

21.0%

Greater Bay Area

97,000

18.0%

Contra Costa

21,000

23.1%

California

These prevalence percentages are crude rates unadjusted for age.

In California, 706,000 teens show
indications of being at risk for depression
and almost two-thirds of these teens are
girls (447,000, 63.3%). Teen girls are at
higher risk for depression (27.3%) than
boys (15.1%) and than California residents
overall (21.0%). A similar, although not
statistically significant, pattern is true
for Contra Costa as well.

Statewide, nearly half of all teens at
risk for depression (49.0%) are Latino,
although the prevalence of teens at
risk for depression for different race/
ethnicity groups in Contra Costa is not
significantly different.

Teens at Risk for Depression by Gender			
Table 6. California, 2005
			

Cases

Percent

Prevalence

Girls

447,000

63.3%

*27.3%

Boys

259,000

36.7%

**15.1%

California

706,000

100.0%

21.0%

These prevalence percentages are crude rates unadjusted for age.
*Significantly higher compared to the state overall.
** Significantly lower compared to State overall.			
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Teens at Risk for Depression by Race/Ethnicity 			
Table 7. California 2005
			

Cases

Percent

Prevalence

Latino

346,000

49.0%

23.7%

White

215,000

30.5%

18.0%

Asian

71,000

10.1%

20.7%

African American

49,000

6.9%

20.8%

Two or More Races

15,000

2.1%

16.9%

706,000

100.0%

21.0%

California

These prevalence percentages are crude rates unadjusted for age.
ªSome race/ethnic groups not shown.			

Mental health disorders are a significant
public health issue. Nationally in
2004, adults surveyed as part of CDC’s
Behavioral Risk Factor Surveillance System
reported experiencing an average of 3.5
days of poor mental health in the past 30
days.2 Ten-percent of adults reported 14
or more mentally unhealthy days.

time – nearly half (45%) of those with
any mental disorder meet the criteria for
2 or more disorders.3

An estimated 26.2% of adults 18 years
and older suffer from a diagnosable
mental disorder in a given year in the
U.S.3 Mental disorders are the leading
cause of disability for ages 15-44.5
When applied to the 2004 U.S. Census
population estimate for adults 18 years
and older, this figure translates to 57.7
million people.4 Many people suffer from
more than one mental disorder at a given
231

Data Sources: Metal Health
Text
1. Centers for Disease Control and Prevention (2005). Mental
Health Prevalence Data. Retrieved June 11, 2007 from the CDC
website at http://www.cdc.gov/mentalhealth/prevelance_data.
htm
BRFSS question used was “Now thinking about your mental
health, which includes stress, depression, and problems with
emotions, for how many days during the past 30 days was your
mental health not good?”
2. Kessler R.C., Chiu W.T., Demler O., Walters E.E. (2005).
Prevalence, severity, and comorbidity of twelve-month DSM-IV
disorders in the National Comorbidity Survey Replication
(NCS-R). Archives of General Psychiatry, 2005 June; 62(6):
617-27.
3. U.S. Census Bureau Population Division (2005). U.S. Census
Bureau Population Estimates by Demographic Characteristics
Table 2: Annual Estimates of the Population by Selected Age
Groups and Sex for the United States: April 1, 2000 to July
1, 2004. Available online at: http://www.census.gov/popest/
national/asrh/
4. The World Health Organization (2004). The World Health
Report 2004: Changing History, Annex Table 3: Burden of
disease in DALYs by cause, sex, and mortality stratum in WHO
regions, estimates for 2002. Geneva: WHO.
Tables
All data for the Mental Health section is from the California
Health Interview Survey’s AskCHIS data query system,
copyright© 2005 the Regents of the University of California,
all rights reserved, available online at: http://www.chis.ucla.
edu/ Data analysis performed May 11, 2007. AskCHIS data are
generated from a telephone survey that asks questions to a
randomly selected group of residents in Contra Costa and
other counties in California. Responses are then weighted to
represent the county, region, and state as whole. The number
of cases and the percents presented may not add up exactly
due to weighting and rounding errors.
Table 1-4: In Table 4, American Indian/Alaska Natives, and
Native Hawaiian/ Pacific Islanders and Two or More Races
were excluded due to small numbers. Percentages could not be
calculated for these groups. These small groups however are
included in the tables for age, gender and residents overall.
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The specific question asked of respondents was: “During the
past 12 months, did you think you needed help for emotional
or mental health problems, such as feeling sad, blue, anxious
or nervous?” The question was asked of all adults 18 and older.
The response options included “needed help” or “didn’t need
help.” The prevalence percentages presented here are crude
rates unadjusted for age for 2005.
The number of “cases” represents survey respondents who
answer “yes” to needing help for emotional/mental problems.
It does not capture all residents who have emotional/ mental
health problems or who actually receive services due to such
problems. Percent is the number of cases divided by the total
number of residents who need help for emotional/mental
problems multiplied by 100. The prevalence is the point
estimate percentage within each group that responded as
needing help for emotional/mental problems.
The Greater Bay Area includes the counties of Alameda, Contra
Costa, Marin, Napa, San Francisco, San Mateo, Santa Clara,
Solano and Sonoma.
Table 5-7: In Table 6, American Indian/Alaska Natives and
Native Hawaiian/ Pacific Islanders were excluded due to small
numbers. Percentages could not be calculated for these
groups. These small groups however are included in the tables
for gender and residents overall. Teens at Risk for Depression
was asked for teens 12-17 years. Respondents were asked a
series of questions adapted from the Center for Epidemiologic
Studies Depression Scale (CES-D8). The prevalence
percentages presented here are crude rates unadjusted for
age.

substance abuse
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Substance Abuse

Smoking Tobacco

• 12% of Contra Costa
adults are current
smokers
• Binge drinking is most
common among white
men
• Among illicit drugs,
marijuana is the most
commonly used

Local Findings

Substance abuse has been defined as “the
overindulgence in and dependence on an
addictive substance, especially alcohol
or a narcotic drug.”1 While there are a
wide variety of addictive substances,
this section is a brief summary of three
key forms of substance abuse: smoking
tobacco, binge drinking and use of illicit
drugs.

It is estimated that there were 102,000
current smokers in Contra Costa in 2005
and that 12% of the adult population
were current smokers. This overall rate
is not different from that of the Greater
Bay Area or California.
Current Smoking		
Table 1. All residents 2005
		

Cases

Prevalence

Contra Costa

102,000

12.00%

Greater Bay Area

735,000

12.60%

4,217,000

14.20%

California
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American Indians and those with 2 or
more races have significantly higher
current smoking rates compared to other
race/ethnicity groups.
Editor’s Note:
Analyses of Contra
Costa current
smoking by race/
ethnicity, gender or
age were not possible
due to small numbers,
but we can look at the Greater
San Francisco Bay Area overall for
an indication of the prevalence of
smoking in these subgroups.

Current Smoking by Race/Ethnicity 			
Table 2. Greater Bay Area 2005
			

Cases

Percent

Prevalence

White

367,000

49.90%

12.40%

Latino

137,000

18.60%

12.00%

Asian

138,000

18.80%

11.30%

African American

51,000

6.90%

13.20%

2 or more races

23,000

3.10%

*22.4%

American Indian

8,000

1.10%

**38.7%

Greater Bay Area

735,000

100.00%

12.60%

*Significantly higher rate compared to the region overall.			
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Current Smoking by Gender			
Table 3. Greater Bay Area 2005
			

Cases

Percent

Prevalence

Men

450,000

61.20%

*15.5%

Women

285,000

38.80%

**9.7%

Greater Bay Area

735,000

100.00%

12.60%

* Significantly higher rate compared to the region overall.
** Significantly lower rate compared to the region overall.			

The rate of current smoking among men
is higher than women and higher than in
the Greater Bay Area population overall.
On the other hand the rate among women
is lower compared to men and to the
Greater Bay Area

Many young people report being current
smokers, but adults between 18 and 64
have the highest rates of smoking.

Current Smoking by Age Group 			
Table 4. Greater Bay Area 2005
			

Cases

Percent

Prevalence

12-17 years

29,000

3.90%

**5.3%

18-25 years

120,000

16.30%

17.80%

26-35 years

170,000

23.10%

15.90%

36-45 years

166,000

22.60%

13.90%

46-64 years

196,000

26.70%

12.30%

54,000

7.30%

**6.9%

735,000

100.00%

12.60%

65 years and older
Greater Bay Area

** Significantly lower rate compared to the region overall.			
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The Center for Disease Control reports,
“Cigarette smoking remains the leading
preventable cause of death in the United
States, accounting for approximately 1
of every 5 deaths (438,000 people) each
year.” 2-4
Exposure to tobacco smoke has been
closely associated with several diseases
including lung cancer, cancer of the
larynx, chronic bronchitis, emphysema,
coronary artery disease and hypertensive
heart disease. Tobacco smoke contains
respiratory irritants, poisons (including
nicotine) and cancer-causing compounds
(carcinogens).5
Similar to information for the Greater
Bay Area, CDC reports the following
about smoking nationally6
 Smoking is most common among
people 18 to 64 years of age
 Men report smoking more often
than women report smoking
 Rates of smoking are highest among
American Indians/Alaska natives

 Twenty-three percent (23%) of high
school students smoke are current
smokers7
 Each day in the United States,
approximately 4,000 young people
between the ages of 12 and 17
years start cigarette smoking, and
an estimated 1,140 young people
become daily cigarette smokers.8

Binge drinking
It is estimated that 53,000 residents
of Contra Costa engaged in binge
drinking in 2005. This would be 18% of
the population older than 12 years. This
overall rate is not different from that of
the Greater Bay Area or California.
In the Greater Bay Area, Whites had a
rate of binge drinking that was higher
than the rate of the Greater Bay Area
overall. Asians and African Americans had
rates which were lower.

In addition CDC reports that nationally:
 An estimated 20.9% of all adults
(45.1 million people) smoke in the
United States. (State estimates vary
significantly. The state estimate for
California is 15.2%)6
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Binge drinking is more drinks on the
same occasion than is considered
healthy or safe by experts. This
report’s tables defines binge drinking
for males as having 5 drinks or more on
a single occasion and females having 4
or more drinks at a single occasion.

Binge Drinking 		

Table 5. All residents 2005
		

Contra Costa
Greater Bay Area
California

Cases

Prevalence

53,000

18.00%

971,000

16.60%

4,873,000

16.40%

Editor’s Note: Analyses of
Contra Costa binge drinking by
race/ethnicity, gender or age
were not possible due to small
numbers, but we can look at the
Greater San Francisco Bay Area
overall for an indication of the prevalence of binge
drinking in these subgroups.

Men and women are different when it
comes to binge drinking. Men have a rate
of binge drinking that is higher than that
of the Greater Bay Area and women have
a lower rate when compared to the same
region.

Binge Drinking by Race/Ethnicity 			
Table 6. Greater Bay Area 2005
			

Cases

Percent

Prevalence

White

594,000

61.20%

*20.1%

Latino

198,000

20.40%

17.40%

Asian

104,000

10.70%

**8.5%

African American

40,000

4.10%

**10.3

Greater Bay Areaª

970,000

100.00%

16.60%

* Significantly higher rate compared to the region overall.
** Significantly lower rate compared to the region overall.			
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Binge Drinking by Gender			
Table 7. Greater Bay Area 2005
			

Cases

Percent

Prevalence

Men

644,000

66.30%

*22.2%

Women

327,000

33.70%

**11.1%

Greater Bay Area

971,000

100.00%

16.60%

* Significantly higher rate compared to the region overall.
** Significantly lower rate compared to the region overall.			

Binge drinking is most frequent among
young adults. Adults aged 21 to 40 years
have a higher rate of binge drinking than
any other age group and higher than the
Greater Bay Area overall. Older adults
(above the age of 40) have lower rates of
binge drinking compared to the Greater
Bay Area.

Binge drinking is excessive alcohol use. It
is associated with several health problems:
unintentional injuries (including car
crashes and drowning), intentional injuries
(including firearms injuries and domestic
violence), alcohol poisoning, sexually
transmitted diseases, liver disease,
unintended pregnancy and children born
with Fetal Alcohol Syndrome.9

Binge Drinking by Age Group 			
Table 8. Greater Bay Area 2005
			

Cases

Percent

Prevalence

12-20 years

103,000

10.60%

12.60%

21-40 years

519,000

53.50%

*25.1%

41-64 years

299,000

30.80%

**13.6%

50,000

5.10%

**6.5%

971,000

100.00%

16.60%

65 years and older
Greater Bay Area

* Significantly higher rate compared to the region overall. ** Significantly lower rate compared to the region overall.			
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National surveys indicate:
 The rate of binge drinking among
men is 3 times the rate of women.10
(This is true despite the fact that
men must consume more alcohol
than women to be considered binge
drinking.)
 About 75% of the alcohol consumed
by adults in the United States is in
the form of binge drinks.11
 About 90% of the alcohol consumed
by youth under the age of 21 in
the United States is in the form of
binge drinks.11
 The proportion of current drinkers
that binge is highest in the 18 to 20
year old groups (52.1%).12
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Illicit Drug Use		

Table 9. United States, 2005
		

Drug

Percent of
population (aged
12 and above)

Estimated number
of users (in
millions)

Marijuana

6

14.6

Cocaine

1

2.4

0.4

1.1

used nonmedically

2.6

6.4

Methamphetamines

0.2

1.4

All Illicit Drugs

8.1

19.7

Hallucinogens
Prescription Drugs
Used Non-Medically

Illicit Drug Use

The following are key findings of the
2005 National Survey on Drug Use and
Health produced by the U.S. Department
of Health and Human Services.8

nationwide) of persons aged 12
or older. Among the 15 largest
metropolitan areas, the San
Francisco Metropolitan area was
found to have the highest rate
of illicit drug use and that area’s
rate was significantly higher than
the national average. (Illicit drugs
include marijuana/hashish, cocaine
and crack, heroin, hallucinogens,
inhalants, or prescription-type
psychotherapeutics used nonmedically.)

 The national average rate of
current illicit drug use was 8.1%
(an estimated 19.7 million people

 Marijuana, the most commonly used
illicit drug, is used by 6.0% of the
population aged 12 or older. It is

Nationally 19.7 million people (8.1%)
aged 12 or older reported being current
(within the past month) illicit drug users.
Of those who use illicit drugs, the vast
majority used marijuana or marijuana
in combination with other drugs (14.6
million).8
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Estimated Illicit Drug Use
Table 10. Contra Costa, 2005

Drug

Estimated number of users

Marijuana

51,997

Cocaine

8,666

Hallucinogens

3,466

Prescription Drugs
Used Non-Medically
used nonmedically

22,532

Methamphetamines

1,733

All Illicit Drugs

70,195

* Based on the 2005 population estimate of those aged 12 and above.

was currently used by 14.6 million
people across the country.
 There were 2.4 million cocaine
users nationwide (1.0% of the U.S.
population aged 12 and above)
and 1.1 million hallucinogen users
(0.4%), including 502,000 who had
used Ecstasy.
 In addition, 2.6% of the population
(6.4 million) used prescriptiontype psychotherapeutic drugs
nonmedically. These drugs include
pain
relievers,
tranquilizers,
stimulants and sedatives.

 There were 10.5 million people (4.3%
of those 12 and older) who reported
driving under the influence of illicit
drugs in the past year.
If the national pattern of illicit drug use
was applied to Contra Costa County,
there would be over 70,000 current
users.
Substance abuse treatment admissions
suggest that methamphetamine use may
be particularly important within Contra
Costa County. In 2004 there were 5,220
admissions to licensed or publicly-funded
facilities for substance abuse treatment
in Contra Costa.13 More people were
243

admitted for methamphetamine abuse
treatment (2,186) than any other drug
group.

8.National Survey on Drug Use and Health. (PDF–1.41MB)
(Office of Applied Studies, NSDUH Series H-27, DHHS
Publication No. SMA 05–4061) [cited 2006 Dec 5]. Rockville,
MD. Available from: http://oas.samhsa.gov/nsduh/2k5nsduh/
2k5results.pdf.

Data Sources: Substance Abuse

9.Centers for Disease Control and Prevention. Quick Stats
Binge Drinking. June 2006. Available from:
http://www.cdc.gov/alcohol/quickstats/binge_drinking.htm

Text
1.The American Heritage ® Dictionary of the English Language,
Fourth Edition
Copyright © 2000 by Houghton Mifflin Company. Published by
the Houghton Mifflin Company
2.Centers for Disease Control and Prevention. Annual SmokingAttributable Mortality, Years of Potential Life Lost, and
Economic Costs—United States, 1995–1999. Morbidity and
Mortality Weekly Report [serial online]. 2002;51(14):300–303
[cited 2004 May 23]. Available from: http://www.cdc.gov/
mmwr/preview/mmwrhtml/mm5114a2.htm
3.Centers for Disease Control and Prevention. Annual SmokingAttributable Mortality, Years of Potential Life Lost, and
Productivity Losses—United States, 1997–2001. Morbidity and
Mortality Weekly Report [serial online]. 2005;54(25):625–628
[cited 2005 Sep 27]. Available from: http://www.cdc.gov/
mmwr/preview/mmwrhtml/mm5425a1.htm
4.Centers for Disease Control and Prevention. National
Center for Health Statistics; Health, United States, 2004 With
Chartbook on Trends in the Health of Americans. (PDF–116KB)
Hyattsville, MD: U.S. Department of Health and Human
Services, CDC, 2004 [cited 2006 Oct 30]. Available from:
http://www.cdc.gov/nchs/data/hus/hus04.pdf
5.Encyclopedia and Dictionary of Medicine, Nursing and
Allied Health (5th Edition); Miller, Benjamin F. W.B. Saunders
Company, 1992.
6.Centers for Disease Control and Prevention. Tobacco Use
Among Adults—United States, 2005. Morbidity and Mortality
Weekly Report [serial online]. 2006;55(42):1145–1148 [cited
2006 Oct 30]. Available from: http://www.cdc.gov/mmwr/
preview/mmwrhtml/mm5542a1.htm
7.Centers for Disease Control and Prevention. Cigarette Use
Among High School Students—United States, 1991–2005.
Morbidity and Mortality Weekly Report [serial online]. 2006:
55(26);724–726 [cited 2006 Dec 5]. Available from: http://
www.cdc.gov/mmwr/preview/mmwrhtml/mm5526a2.htm
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10.Centers for Disease Control and Prevention. Behavioral Risk
Factor Surveillance System, Trends Data, Alcohol Use: Binge
Drinking. Accessed November 29, 2005.
11.Office of Juvenile Justice and Delinquency Prevention.
Drinking in America: Myths, Realities, and Prevention Policy
(PDF–103K). Pacific Institute for Research and Evaluation in
support of the OJJDP Enforcing the Underage Drinking Laws
Program. U. S. Department of Justice. November 2001.
12.Serdula MK, Brewer RD, Gillespi C, Denny CH, Mokdad A.
Trends in alcohol use and binge drinking, 1985–1999: Results of
a multi-state survey. Am J Prev Med 2004;26(4):294–298.
13.State of California, Department of Alcohol and Drug
Programs, Office of Applied Research and Analysis. As reported
in: Health Data Summaries for California Counties 2006,
Center for Health Statistics, California Department of Health
Services. Note: This is the number of persons admitted, listed
by primary drug used, regardless of their place of residence,
to a licensed or publicly-funded facilities for substance abuse
treatment in Contra Costa County during calendar year 2004.
Tables
Tables 1-4: Local data about tobacco use from the California
Health Interview Survey’s AskCHIS data query system,
copyright© 2005 the Regents of the University of California,
all rights reserved, available online at: http://www.chis.ucla.
edu/ Data analysis performed May 10, 2007. Current smoking
prevalence refers to the percent of adults and adolescents who
report that they now smoke cigarettes everyday or on some
days. In Table 4, data for the following race/ethnicity groups
was excluded due to small numbers: American Indian/Alaska
Natives, Native Hawaiian/ Pacific Islanders, and Two or More
Races. AskCHIS data are generated from a telephone survey

that asks questions to a randomly selected group of residents
in Contra Costa and other counties in California. Responses
are then weighted to represent the county, region and state as
whole. The Greater Bay Area includes the counties of Alameda,
Contra Costa, Marin, Napa, San Francisco, San Mateo, Santa
Clara, Solano and Sonoma.
Tables 5-8: Local data about binge drinking from the California
Health Interview Survey’s AskCHIS data query system,
copyright© 2005 the Regents of the University of California,
all rights reserved, available online at: http://www.chis.ucla.
edu/ Data analysis performed May 10, 2007. In Table 6, data
for Native Hawaiian/Pacific Islanders was excluded due to small
numbers. Due to unstable estimates, percentages could not be
calculated for this group. Small groups however are included in
the tables for age, gender and residents overall. AskCHIS data
are generated from a telephone survey that asks questions to
a randomly selected group of residents in Contra Costa and
other counties in California. Responses are then weighted to
represent the county, region, and state as whole. The Greater
Bay Area includes the counties of Alameda, Contra Costa,
Marin, Napa, San Francisco, San Mateo, Santa Clara, Solano
and Sonoma.
Table 8-9: These tables were created using information from
the National Survey on Drug Use and Health. (PDF–1.41MB)
(Office of Applied Studies, NSDUH Series H-27, DHHS
Publication No. SMA 05–4061) [cited 2006 Dec 5]. Rockville,
MD. Available from: http://oas.samhsa.gov/nsduh/2k5nsduh/
2k5results.pdf These tables were created by Community
Health Asssessment Planning and Evaluation, Contra Costa
Health Services, May 2007.
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communicable
disease
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HIV/AIDS
Contra Costa’s rate of reported AIDS
cases among residents ages 13 and older
is lower (10.29 per 100,000 residents)
than the rate for California (13.72 per
100,000). Contra Costa’s AIDS rate
does not meet the Healthy People 2010
objective (1.0 per 100,000.)1

Although African Americans accounted
for only about 9% of the population
of Contra Costa County in both 199092 and 2002-04, they accounted for
28.3% and 39.3% of all new diagnoses of
AIDS, respectively. They also had higher
rates of AIDS diagnoses than any other
race/ethnicity group during both time
periods. In 2002-2004, the rate of AIDS
diagnoses for African Americans was 38.1
per 100,000 over 4 times the county rate
of 8.6 per 100,000.

• Males have significantly
higher rates of AIDS.
• Among males, homosexual
sex is the major mode of
transmission for AIDS.
• More than half of AIDS
diagnoses in the county
are among residents of
Richmond, Concord, Antioch
and Pittsburg, where
only 35% of the county
population lives.

Local Findings

Editor’s note: This AIDS rate
was calculated for comparison
to state statistics. The rate was
calculated for residents aged
13 and older. Other statistics
in this section differ slightly,
because they were calculated
using the County’s total number of residents.

• African Americans continue
to have the highest rates of
AIDS diagnoses.

• Antiretroviral drugs have
meant many fewer AIDS
deaths. People are now
living longer with the
disease.

HIV (human immunodeficiency virus) is the virus that causes AIDS (acquired immunodeficiency syndrome).
“The term AIDS applies to the most advanced stages of HIV infection. By killing or damaging cells of the
body’s immune system, HIV progressively destroys the body’s ability to fight infections and certain cancers.
People diagnosed with AIDS may get life-threatening diseases called opportunistic infections, which are
caused by microbes such as viruses or bacteria that usually do not make healthy people sick.”2
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Residents Diagnosed with AIDS by Race/Ethnicity		
Table 1. Contra Costa County 			
			
1990-1992

Rate Number

Percent

2002-2004
Rate Number

Percent

African American *80.7

183

28.3%

*38.1

101

39.3%

White

22.9

386

59.7%

**5.9

100

38.9%

Latino

22.8

69

10.7%

8.0

48

18.7%

Pacific Islander

--

6

0.9%

--

7

2.7%

Other

--

3

0.5%

--

1

0.4%

26.2

647

100%

8.6

257

100%

Asian/

Contra Costa

-- Rates could not be calculated for these groups due to small numbers.				
* This crude rate per 100,000 is significantly higher than the county as a whole.				
** Significantly lower than the County as a whole.

Rates of AIDS diagnoses decreased
significantly between 1990-92 and 20024. Among Whites, the diagnosis rate
declined 74%, among Latinos/as the
decrease was 65% and among African
Americans it declined 53%. The overall
county rate declined 67% during that
same time period
Although there was an overall decline in
the number of AIDS cases, the proportion
of these cases among People of Color
increased from 40% in 1990-1992 to 61%
in 2002-2004.
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HIV Cases by Race/Ethnicity, Diagnosed as of 12/31/06			
Table 2. Contra Costa County
			

Number

Percent

White

379

50.0%

African American

231

30.5%

Latino/Hispanic

113

14.9%

23

3.0%

Other

5

0.7%

Unknown

7

0.9%

758

100.0%

Asian/Pacific Islander

Contra Costa
This disparity in race among those
diagnosed with AIDS is consistent with
national trends, where African Americans
represent approximately 13% of the U.S.
population, but account for nearly half
(49%) of the people who get HIV and
AIDS.3
The reporting of HIV infections in the
county began in July 2002. Preliminary
data using that reporting shows that
30.5% of all HIV cases reported have
been among African Americans and 50.0%
among Whites.

Between 1990-92 and 2002-04, rates of
AIDS diagnoses decreased significantly
among males, from 47.5 per 100,000
to 13.4 per 100,000, respectively, but
remained significantly higher (3.5 times)
than among females. The rate of AIDS
diagnoses among women was 5.8 per
100,000 in 1990-92 and 3.9 per 100,000
in 2002-04. While this 33% decline
in the rate of AIDS diagnoses among
women is important, it has not reached
the reduction seen among males (72%)

Residents Diagnosed with AIDS by Gender						
Table 3. Contra Costa County

						

1990-1992

Rate Number
Men
Women
Contra Costa

2002-2004

Percent

Rate

Number Percent

47.5

574

88.7%

13.4

198

77.0%

5.8

73

11.3%

3.9

59

23.0%

26.2

647

100%

8.6

257

100%

251

for this same time period. In addition -women who represented only 11.3% of the
newly diagnosed AIDS cases in 1990-92
-- represented 23% of all new cases in
2002-2004.
As in the 1990-92 period, men having
sex with other men remained the major
transmission category for AIDS among
men in 2002-04. Men having sex with
men accounted for 71.6% of AIDS cases
among men in 1990-92 and 54.1% of
AIDS cases among men in 2002-04.
However, heterosexual sex was the mode
of transmission for a higher proportion
of AIDS cases among men in 2002-04
(6.6%) as compared to 1990-92 (0.7%).
For females, in both 1990-92 and 20022004, heterosexual injection drug use
and heterosexual contact accounted for a
majority of cases among women. In 199092, 32.4% of AIDS cases among women
were transmitted via heterosexual sex
and in 2002-04, this increased to 52.5%
of AIDS cases among women. Injection
drug use, on the other hand, decreased
from being the mode of transmission for
54.9% of AIDS cases among women in
1990-92 to 37.3% of AIDS cases among
women in 2002-04.

252

253

Total

574

10

2

Hemophilia

Unknown or not reported

6

42

4

99

411

Transfusion with blood/blood product

MSM injection drug use

Heterosexual contact

Heterosexual injection drug use

Men who have sex with men (MSM)

Male

100%

1.7%

0.3%

1.0%

7.3%

0.7%

17.2%

71.6%

Percent

71

3

0

6

0

23

39

0

100%

4.2%

0.0%

8.5%

0.0%

32.4%

54.9%

0.0%

Female Percent

1990-1992

										

Table 4. Contra Costa County Adults & Teens

645

13

2

12

42

27

138

411

Total

196

20

0

0

8

13

49

106

100%

10.2%

0.0%

0.0%

4.1%

6.6%

25.0%

54.1%

Male Percent

59

4

0

2

0

31

22

0

Female

100%

6.8%

0.0%

3.4%

0.0%

52.5%

37.3%

0.0%

Percent

2002-2004

255

24

0

2

8

44

71

106

Total

AIDS Cases by Probable Mode of Infection & Gender 										

Residents Diagnosed with AIDS by Age							
Table 5. Contra Costa County, 2002-2004
							

Rate

Number

--

7

2.7%				

25-44yrs

17.1

145

56.4%				

45-64yrs

12.4

96

37.4%				

--

9

3.5%				

8.6

257

0-24yrs

65+
Contra Costa

Percent

100.0%

				
-- Rates could not be calculated for these groups due to small numbers.
These are crude rates per 100,000 people.

The majority of new AIDS cases in the
county in 2002-04, 56.4%, were among
people 25-44 years of age; 37.4% of
cases were among those 45-64 years of
age.
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Residents Diagnosed with AIDS by Community			
Table 6. Contra Costa County, 2002-2004
			

Rate

Number

Percent

*20.3

62

24.1%

Concord

*9.3

35

13.6%

Antioch

8.6

26

10.1%

*11.9

22

8.6%

Walnut Creek

--

19

7.4%

San Pablo

--

17

6.6%

Martinez

--

12

4.7%

Brentwood

--

8

3.1%

Pinole

--

7

2.7%

Oakley

--

6

2.3%

Bay Point

--

3

1.2%

**3.6

40

15.6%

8.6

257

100.0%

Richmond

Pittsburg

Rest of County
Contra Costa

-- Rates could not be calculated for these groups due to small numbers.			
* This crude rate per 100,000 is significantly higher than the county as a whole.			
** Significantly lower			

Richmond, Concord and Pittsburg each
have significantly higher rates of AIDS
diagnoses compared to the county as a
whole. More than half of AIDS diagnoses
in the county in 2002-04 were among
residents of these four communities,
which contain only 35% of the county’s
residents.
Richmond residents, who

form 10% of the county’s population,
accounted for nearly a quarter (24.1%)
of all diagnoses in 2002-04
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AIDS Cases by Healthcare Provider			
Table 7. Contra Costa County, 2002-2004
			

Number

Percent

Public Hospital, Clinics & Services (Contra Costa)		107

41.6%

Kaiser Permanente		 59

23.0%

Private Practice Medical Doctors		 31

12.1%

Private Hospitals & Clinics (Contra Costa)		 25

9.7%

Private Hospitals & Clinics (Other Counties)		 21

8.2%

Public Hospitals & Clinics (Other Counties)		

7

2.7%

Veteran’s Affairs Hospitals & Clinics		

6

2.3%

Not specified		

1

0.4%

Total		257

100.0%

Over 40% of the AIDS diagnoses in Contra
Costa County occurred at publicly funded
healthcare sites.
The number of Contra Costa County
residents
dying from AIDS has
dramatically declined since 1996 when

antiretrovirals became widely accessible.
In addition to improved medications,
earlier diagnosis of HIV, earlier access to
treatment and care and better trained
physicians have also contributed to the
decline in the number of deaths.

Deaths Among People Diagnosed with AIDS in Contra Costa
by year of death as of 2/1/07 (n=1,644)
151

149

162

185

106

135
111

51
1

12

20

39

62

73

66
44

39

45

42

28

32

36

30

22

1982 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006
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Data Sources: AIDS
In the analyses above, local data about AIDS diagnoses and
deaths and HIV are from the Contra Costa Health Services’
Epidemiology, Surveillance and Health Data unit.
Many thanks to Contra Costa’s Epidemiology and Surveillance
Unit for providing data and select graphics included in this
section.

needed to calculate city-level rates. For more information, see
our section on statistical methods.
Additional Resources:
The Centers for Disease Control and Prevention HIV/AIDS
information website: http://www.cdc.gov/hiv/
The California Department of Health Services Office of AIDS
homepage: http://www.dhs.ca.gov/aids/

For more information about HIV and AIDS in Contra Costa,
please contact Juan Reardon, MD, MPH, jreardon@hsd.
cccounty.us, Director, Epidemiology, Surveillance and Health
Data Unit, or Martin Lynch by phone at (925) 313-6323.
“Contra Costa County HIV/AIDS Epidemiology Report”-July
2006 is available from their website at http://www.cchealth.
org/groups/epidemiology/aids/aids_links.php
Text:
1. California Department of Health Services. (2006). County
Health Status Report 2006. Sacramento, CA. Retrieved May
14, 2007 from http://www.dhs.ca.gov/hisp/chs/OHIR/reports/
healthstatusprofiles/2006/profiles.pdf
2. National Institute of Allergy and Infectious Diseases (2005).
HIV Infection and AIDS: An Overview. Retrieved May 14, 2007
from http://www.niaid.nih.gov/factsheets/hivinf.htm
3. The Centers for Disease Control and Prevention (2007).
HIV/AIDS and African Americans. Retrieved May 14, 2007 from
http://www.cdc.gov/hiv/topics/aa/index.htm
Tables:
Population data needed for the calculation of rates obtained
from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
State of California, Department of Finance, Race/Ethnic
Population with Age and Sex Detail, 1990–1999. Sacramento,
CA, May 2004.
Note: City-level denominators were extrapolated from the E-4
file to approximate the mid-year population estimates that are
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Sexually Transmitted Diseases		
(STDs)
• Young adults have
the highest rates
of chlamydia and
gonorrhea.
• Women have higher rates
of chlamydia in every
racial group.
• African Americans have
the highest rates of
both chlamydia and
gonorrhea.

Local Findings

In Contra Costa County, the rates of
chlamydia are highest among young
adults between the ages of 20-24 (1,347.1
cases per 100,000) and 15-19 (1,233.2 per
100,000). These rates are considerably
lower than the state average (2,376.3 per
100,000) among 15-24 year olds.1 Although
Contra Costa County has a higher rate of
chlamydia (256.4 per 100,000) than most
other counties within California in 20022004, it still fares better than California
overall (324.8 per 100,000).1

• Syphilis rates are
highest among males.
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Rates of Chlamydia, Gonorrhea & Syphilis by Age									
Table 1. Contra Costa, 2002-2004

									

Chlamydia

0-9 yrs

Gonorrhea

Syphilis

3.5

0.5

0						

10-14 yrs

57.8

5.2

0						

15-19 yrs

*1,233.2

*234.6

0						

20-24 yrs

*1,347.1

*300

2.1						

25-29 yrs

638.4

185.5

5.2						

30-34 yrs

242.9

87.4

2.5						

35-44 yrs

89.7

47.0

3.6						

45 + yrs

13.3

8.5

0.5						

256.4

65.4

County totala

1.4

						

Includes 156 cases of chlamydia and 36 cases of gonorrhea with unspecified ages.
*Statistically higher rates compared to the county as a whole									
a

Locally, gonorrhea rates are much lower
than chlamydia. The rates of gonorrhea
are highest among 20-24 year olds (300
per 100,000) and 15-19 year olds (234.6
per 100,000) in the county. These rates
are similar to the state overall average
among 15-24 year olds (310.1 per 100,000)1.
Similar to chlamydia, Contra Costa
County as a whole has a higher rate of
gonorrhea (65.4 per 100,000) than most
other counties within California, but has
rates lower than the state overall (74.9
per 100,000).
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Primary and secondary syphilis is most
common among older age groups (20-44
years) in Contra Costa, with the lowest
rates in this age range among 20-24 year
olds (2.1 per 100,000) and the highest
among 25-29 year olds (5.2 per 100,000).
The rate for Contra Costa county overall
(1.4 per 100,000) is much lower than the
state average rate (3.5 per 100,000).1
Similar to syphilis, the largest number
of chalmydia cases occur among people
age less than 41 years of age, with the
greatest number of cases among 15-24

									
Cases of Chlamydia, Gonorrhea & Syphilis by Age
Table 2. Contra Costa County, 2002-2004
						

Chlamydia

						

Gonorrhea

Syphilis

Cases

Percent

Cases

Percent

14

0.2%

2

0.1%

0

0.0%

						
10-14 yrs.

133

1.7%

34

1.7%

0

0.0%

						
15-19 yrs.

2,681

34.8%

510

26.0%

0

0.0%

						
20-24 yrs.

2,559

33.2%

570

29.0%

4

9.8%

						
25-29 yrs.

1,108

14.4%

322

16.4%

9

22.0%

						
30-34 yrs.

481

6.2%

173

8.8%

5

12.2%

						
35-44 yrs.

426

5.5%

223

11.3%

17

41.5%

149

1.9%

95

4.8%

6

14.6%

County totala 7,707

100.0%

1,965

100.0%

						
0-9 yrs.

45 + yrs.

Cases Percent

41 100.0%

									
a
Includes 156 cases of chlamydia and 36 cases of gonorrhea with unspecified ages.						

year olds followed by 25-29 year olds.
Young people also make up most of
gonorrhea cases, with 71.4% of all cases
occurring among those 15-29 years of
age. Although 35-44 year olds did not
have the highest rates of early syphilis,
this age group accounted for the greatest
number of cases during this time period
(41.5%).

(133.5 per 100,000), Asian women (74.0
per 100,000), and White women (69.7 per
100,000). Women were diagnosed with
chlamydia at greater rates (377.5 per
100,000) than males (128.6 per 100,000).
It is important to note that women are
more likely to be screened for chlamydia
as part of their recommended, yearly
reproductive health care2

The highest rates of chlamydia were
among African American women (609.1 per
100,000) and African American men (254.5
per 100,000), followed by Latina women
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Rates of Chlamydia, Gonorrhea & Syphilis by Race/Gender
Table 3. Contra Costa County, 2002-2004

Chlamydia

Female

Gonorrhea

Male

African American *609.1 *254.5
Latino

Female

Male

*176.6 *165.9

Syphilis

Female Male
n/a

3.2

133.5

45.8

12.6

15.3

0

2.3

Asian/PI

74.0

24.9

5.2

11.0

0

0

White

69.7

22.4

12.7

12.8

n/a

2.9

377.5

128.6

71.3

58.8

n/a

2.6

County totala

*statistically higher rates compared to all other race groups and the county as a whole						
n/a Numbers are too small to calculate stable rates.						
a
Includes 4994 cases of Chlamydia, 1175 cases of Gonorrhea, and 4 cases of Syphilis of other races						

Gonorrhea affects African American
women (176.6 per 100,000) and men (165.9
per 100,000) at much greater rates than
other racial groups.
Syphilis rates are highest among African
American men (3.2 per 100,000), followed
by White men (2.9 per 100,000) and
Latino men (2.3 per 100,000). Males have
a rate of 2.6 per 100,000. (A rate for
women could not be calculated due to
low numbers.)
African Americans account for the
greatest proportion of chlamydia (15.2%)
and gonorrhea (23.2%) cases in Contra
Costa. Despite higher rates of syphilis
among African Americans, White county
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residents account for the large majority
(67.6%) of cases.
Sexually Transmitted Diseases (STDs) in
this section are reported to the local
health department when diagnosed by a
medical provider. However, it is important
to note that race/ethnicity is often not
reported.
Chlamydia is the most reported
communicable disease in California and
accounted for the majority of reported
STD cases in the state during 20022004.
STD is the term used to describe more
than 25 infections which can pass from one

Cases of Chlamydia, Gonorrhea, & Syphilis Cases by Race/Gender
Table 4. Contra Costa County, 2002-2004

Chlamydia

Gonorrhea

Syphilis

Cases

Percent

Cases Percent

Cases Percent

African American 1,175

15.2%

455

23.2%

5

13.5%

Latino

532

6.9%

84

4.3%

7

18.9%

Asian/PI

184

2.4%

29

1.5%

0

0.0%

White

791

10.3%

216

11.0%

25

67.6%

7,707

100.0%

County totala

1,965 100.0%

44 100.0%

Includes 4994 cases of Chlamydia, 1175 cases of Gonorrhea, and 4 cases of Syphilis of other races.						

a

person to another during sexual contact.
The United States has the highest STD
rate in the industrialized world – roughly
half of all Americans become infected
with an STD before the age of 35.
Despite the prevalence of STDs, studies
show that many people are unaware of
their risks for contracting an STD or the
serious, and sometimes deadly, health
consequences that may result from an
untreated infection.
Some STDs, such as gonorrhea or
chlamydia, often cause no symptoms.
People who do not know they are infected
risk infecting their sexual partners.
Women who are infected while pregnant

may negatively impact the health of their
unborn children.1 If left untreated, these
diseases could cause debilitating pain or
may destroy a woman’s ability to have
children. Some STDs can be cured with a
single dose of antibiotics, but some, such
as acquired immunodeficiency syndrome
(AIDS) or herpes, are incurable. People
with these diseases remain infectious for
the rest of their lives.
Having multiple sex partners increases
one’s risk of getting an STD. People who
have who have unprotected sex (who do
not use condoms) are at the greatest risk
of contracting STDs.
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According to recent state reports,
primary and secondary syphilis is on the
rise, primarily due to outbreaks among
men who have sex with men throughout
all regions of California.

Data sources: Sexually Transmitted Diseases
Text
1. Centers for Disease Control and Prevention STD information
website: http://www.cdc.gov
2. California Department of Health STD Control Branch
website: http://www.dhs.ca.gov/dcdc/std/stdindex.htm
Tables
Population data from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
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RESOURCES
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Where to Find More Data

There is still more Contra Costa data available online.
Visit Contra Costa Health
Services’ website
http://www.cchealth.org/health_data/
Find countywide and neighborhood level
data including communicable diseases,
chronic diseases, injuries, and maternal
and child health topics. Call Contra
Costa Health Services’ Community Health
Assessment, Planning, and Evaluation
(CHAPE) Group at (925) 313-6171 for
further assistance.

How do we compare to other
California counties?
http://www.dhs.ca.gov/hisp/chs/OHIR/
reports/healthstatusprofiles/default.
htm
The California Department of Health
Services’ County Health Status Report
presents yearly public health data that
can be directly compared with national
benchmarks and rates among all other
California counties.
Visit the U.S. Census American
Fact Finder website for 2000-2006
population, housing, economic,
and geographic data. ( http://
factfinder.census.gov )

Population Data
http://www.dof.ca.gov/html/Demograp/
DRU_datafiles/DRU_datafiles.htm
California Department of Finance
provides current age, sex, and race data
for California counties. Their site provides
official population projections for all of
Contra Costa’s cities and unincorporated
areas for the years 2000 to 2050.

Local Births & Deaths
http://www.dhs.ca.gov/hisp/chs/OHIR/
reports
The California Department of Health
Services’ website provides many
downloadable data files, including birth
and death data by zip code. The website
also features an interactive query system
- producing customized data tables and
statistical reports for individual counties
or California as a whole. Found at, http://
www.applications.dhs.ca.gov/vsq

Injuries
http://www.applications.dhs.ca.gov/
epicdata/default.htm
The EPICenter allows users to calculate
local fatal and nonfatal injury totals and
rates by providing current California
injury data online.
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Risks, Behaviors & Health

Scientific Research Articles

http://www.cdc.gov/brfss/about.htm
The Centers for Disease Control’s
Behavioral Risk Factor Survey (BRFSS)
is the primary source of information on
health-related behaviors of Americans.
Data is collected state-by-state through
telephone interviews. Questions are
related to chronic diseases, injuries, and
infectious diseases.

http://www.ncbi.nlm.nih.gov/PubMed

http://www.chis.ucla.edu
The 2005 California Health Interview
Survey (CHIS) contains data on public
health topics including information on
health insurance coverage and access
to care. This information was collected
through phone interviews and the survey
sample was designed so that results
could be generated for most California
counties.

Schools, Children & Learning
http://data1.cde.ca.gov/dataquest/
dataquest.asp
The Department of Education’s Data Quest
website contains data at the individual
school level, and includes information on
local test scores, English Learners, and
eligibility for free or reduced breakfast/
lunch programs.
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Looking for published articles on
a specific health topic or special
population? PubMed is a service of the
National Library of Medicine, provides
online access to over 17 million MEDLINE
journal citations dating back to the mid1950’s. PubMed includes links to many
sites providing full text articles.

FREQUENTLY
ASKED QUESTIONS
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frequently asked
questions
1. Why is the rate high when the
number is so low?
This may seem like a contradiction, but
it’s really not.
The number is an actual count, like the
total number of recorded heart disease
deaths.
The rate is a ratio; it is calculated with a
formula. Rates are very important because
they allow us to compare different
populations.
For example, African Americans comprise
only about 9% of Contra Costa County’s
population, but African Americans have
the highest rate of heart disease deaths
– almost twice the rate of Whites. Rates
help you see big problems in small
population groups. Without using rates
to compare population groups, we could
not uncover these health disparities and
unfair differences.
(Note: For more information on calculating
rates, see the Introduction.)

2. Which is more important to
look at – the rate or the number?
The answer to this question depends on

your interests and priorities — rates and
numbers tell different stories.
The total number of deaths, cases or
hospitalizations tells you how common
or widespread the problem is in the
community. In order to lower the overall
county death or hospitalization rates, it
may be better to target interventions
to the communities that account for the
greatest number of cases or deaths.
If social justice and reducing health
disparities are important to you, pay
close attention to rates. Rates allow us
to make better comparisons between
groups. Although one population group
may have a lower number of deaths or
hospitalizations, they may have the
highest rate compared to the county
and all other race/ethnic groups. This
means that they are disproportionately
impacted by the given disease or injury. In
order to reduce unfair health disparities,
it is important to target groups with
the highest age-adjusted rates. Groups
that are disproportionately impacted
by a given disease or injury may be so
due to poor access to health care or
environmental and/or behavioral risk
factors.
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For example, if you are choosing a site
for a health-screening program, you will
likely need to look at both rates and
numbers. At times, you may be asked to
choose between those communities that
have the poorest health outcomes and the
greatest need for care (rates), and those
places in which you could possibly reach
a greater number of people (numbers and
totals).

3. Sometimes your tables show
rates that are much higher than
others, but in the text you say
there is no difference. Why?
If two rates appear different in the
tables – one is higher than another – it
doesn’t mean that the difference is real
or true. A rate difference of 10 deaths
per 100,000 between groups may look
impressive, but this difference may not
be the same every year, and it may not
be statistically significant based on
the confidence intervals. If rates are
not significantly different based on
confidence intervals, we say in the text
that there is no difference between the
rates or that the rates are similar.
Throughout this report, when we
state in the text that a rate is higher
or lower than the county overall or
than another race/ethnic group, we
mean that it is significantly higher or
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lower. By “significant”, we mean that
the difference between two rates is
statistically significant based on 95%
confidence intervals (see Glossary). If
the confidence intervals for two rates
do not overlap, we conclude with 95%
certainty that the difference between
the two rates is significant and not due
to chance alone.

4. Can I compare these numbers
and rates to those in earlier
CHAPE reports?
No. A small difference between a rate in
past reports and a rate in this report may
or may not be significant and therefore
cannot reliably show an increase or
decrease of “events” over time.
The rates and numbers in this report
represent a snapshot in time for the years
2002-2004 and are based on counts
and population totals and estimations
specific to this time period. The coding
for disease, race/ethnic, and age group
categories is also specific to this report.
Thus, the methods for compiling this
report are similar to those we used for
past reports but not entirely identical.
We advise that the numbers and rates in
this report not be compared to those in
past reports.

5. Why don’t your rates and
totals match other reports I’ve
read?
Small differences in coding and statistical
methods can lead to slight differences in
reported rates. For example, a rate for
“adults” in one report may pertain to
adults 18-64 years while another report
may include in its “adults” category
individuals 18 years and older. Similarly,
some reports may include Pacific Islanders
in the “Asian” category for example, while
others may categorize Pacific Islanders
as “Other”. Also, rates presented in one
report may be crude versus age-adjusted
in another.
Differences in what “counts” as an
event or case will affect the totals and
numerator for rate calculations. Using
breast cancer as an example, one report
may include all deaths due to breast
cancer – both invasive and non-invasive
– whereas another may include deaths
due to non-invasive breast cancer only in
its numerator. These different totals will
translate into different rates.
In calculating rates we also use population
estimates. The process by which other
report writers calculate population totals
may differ from what we used in this report.
We used the most up-to-date population
estimates for our denominators in this

report. We used the Department of
Finance (DOF) 2002-2004 overall county
estimate for Contra Costa. We calculated
2003 mid-year estimates from the DOF
2000-2004 totals multiplied by 3.

6. Why is the data three years
old? Are there newer numbers?
The process of data collection, cleaning,
coding and analysis is a time-consuming
process. We used the most up-to-date
death, birth and hospitalization data
available at the time of writing this
report. In a few cases, more recent
count data for a particular “event” was
available, however the corresponding
year’s population data was not, hindering
our ability to calculate rates.

If you additional questions, CHAPE staff
is available to discuss the analysis, tables
and data sources found in this report.
Contact Chuck McKetney at (925) 3136171 or cmcketne@hsd.cccounty.us for
assistance.
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STATISTICAL
METHODS
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Statistical Methods: City-level
Population Estimates
In order to calculate reliable local rates
of death, disease and hospitalizations,
we needed population data at the city
level. The population data acts as the
denominators in our statistical formulas
and represents the populations at risk
for illness and injury for a specific time
period.

The Problem:
The California Department of Finance
(DOF) does not provide the mid-year
population estimates for cities by age
group and gender.

estimates were then multiplied by three
in calculating 2002-2004 rates
These city-level estimates, by age group
and gender, were used for the ageadjusted rates and for the analyses on
specific topics such as teen births and
injury hospitalizations. These additional
denominators are shown in detailed
tables with 95% confidence intervals,
available online at:http://cchealth.org/
health_data/hospital_council/

Our Solution:
Based on the DOF city-level population
estimates for January 1, 2002, January 1,
2003 and January 1, 2004, we calculated
a 2003 mid-year population estimate for
residents in each city.

We assumed the rate of population
growth to be the same among men and
women. We also assumed the population
growth was the same in each age group.
We calculated 2003 mid-year city-level
population estimates for each group
within each city.
These calculations were based on
statistics from the 2000-2004 California
Department of Finance (DOF) population
estimates. These 2003 mid-year
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City-level population estimates			

Calculated mid-year city-level estimates by gender			
Table 1. Contra Costa & California, 2002-2004 (3-year totals)			

Men

Women

Population size

147,282

153,492

300,774

Bay Point

35,070

34,878

69,948

Brentwood

53,613

55,144

108,757

Concord

185,647

190,232

375,879

Martinez

55,012

55,871

110,883

Oakley

41,459

40,602

82,061

Pinole

28,239

30,552

58,791

Pittsburg

90,585

93,816

184,401

Richmond

148,515

156,981

305,496

San Pablo

45,694

47,347

93,041

Walnut Creek

91,789

107,035

198,824

Contra Costa

1,474,351

1,531,087

3,005,438

53,865,026

54,023,662

107,888,688

Antioch

California

Data obtained from:
California Department of Finance (April 2006). Estimated
Race/Ethnic Population with Age and Sex Detail 2000-2004.
Sacramento, CA.
California Department of Finance (May 2006). E-4 Population
Estimates for Cities, Counties and the State 2001-2006, with
DRU Benchmark. Sacramento, CA. Available online at: http://
www.dof.ca.gov/HTML/DEMOGRAP/Druhpar.htm
Note: City-level denominators were extrapolated from the E-4
file to approximate the mid-year population estimates that are
needed to calculate city-level rates. For more information, see
our section on statistical methods.
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1
1
1
1
1

3) I learned something new.

4) I feel confident using this report’s findings in my health planning work.

5) I have shared my printed report with colleagues.

6) I have shared the electronic/web version of this report with colleagues.

7) I like this more than most health data reports that I’ve read.

2

2

2

2

3

3

3

3

3

3

3

4

4

4

4

4

4

4

Please fax your completed feedback form to Dr. Chuck McKetney in CHAPE 925-313-6864.

Your Comments, Compliments & Complaints…

2

1

2) This report includes Contra Costa’s most important health topics.

2

2

5

5

5

5

5

5

5

Circle your rating for each!
Disagree            Agree

1) This report’s research findings are clearly written and easy to understand. 1

Please rate each item according to your own experience.

Please give us some feedback
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